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I nt roducti on

The deinstitutionalization of our disabled citizens is on the nove today.
Returning institutionalized individuals to the community requires residential
environments that protect human and civil rights as well as pronote normal com
munity living. Concerned groups are faced with the task of finding suitable
alternative living situations that enable the handi capped to live as normal a
life-style as possible. Such a task can at tines seem overwhel mi ng and often
frustrating.

The text is directed toward service providers, advocacy groups, adm nis-
trators, and other interested parties who are given the task of setting up
i ndependent living facilities for the devel opnentally disabled. The book is
practical in application with enphasis placed on the group hone concept of al-
ternative living arrangenents.

The text consists of six chapters that detail inportant areas of concern
the service provider will nore than likely have to deal with as he attenpts to
set up group hones for his clients. These areas include funding sources, zoning
regul ations, strategies for overconming restrictive zoning, |CF/ MR rules and
regul ati ons, AC MRDD standards for quality programm ng, staff training and
orientation, nmodel facilities and supervision, staffing patterns, staff/ tenant

rel ati onshi ps, housing considerations, accessibility consideratins, com

court rulings, etc. The appendices include an annotated
bi bl i ography fire-safety code regul ati ons, and state agency
addresses for further of information on the independent I|iving

movenent .
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CHAPTER

Det erm nation of Mddels for Alternative
Resi dential Facilities
Staff Patterns

Li ke nost other conponents of the residential program staffing patterns
vary fromstate to state with nost patterns based on the phil osophy of the
sponsoring agency and the size of the program Exanples of the nmany types of
patterns include: young married couples functioning as houseparents, three
or nore single individuals serving as housemanagers, professional staff
filling specialized roles, individuals serving as a foster famly, group
homes operated for older adults, staff nembers working and living with re-
tarded people as a result of a spiritual commtnent, or retired individuals
or couples working as staff.

A conprehensive, national study on comunity residential facilties (1976) found
two distinct CRF staff patterns. The first and nost predom nant pattern appears
to be a full tinme director with additional staff. Typically, the director is
responsi bl e for planning and managi ng the adm nistrative and programatic
operations of the residential program The additional staff are responsible for
resi dent supervision, care, training, recreation, and facility
operation and nai nt enance.

Under Lubbock's Alternative Conmunity Living Program the director perforns
adm nistrative duties related to coordinating service prograns for the residents.
Specific exanples of the director's tasks include:

1. Supervision and coordination of all MR prograns.

2. Monitoring and consulting with contract agencies.

3. Miintaining contact and conmuni cation with other conmunity agencies
to devel op an awareness of comrunity prograns available to the
residents under a particular program



4, Securing financial resources of new services for the clients.

5. Eval uating all job perfornmances of MR service personnel

Addi tional staff under this programincludes adm nistrative technicians
who serve as unit coordi nators, houseparents who are enployed on three, eight
hour shifts and are generally responsible for carrying out household activi -
ties and training clients, and trainers who assist houseparents in training
clients in daily living skills.

The second pattern, and perhaps the nost ideal, is designed to acconmpdate
"l'ive-in" houseparents. Houseparents in this nodel deal with a host of re-
sponsibilities, including adm nistrative, managenent, and operational duties.
However, their main task is to provide the client with a honelike, normal at-
nosphere. In many states, they work closely with a Unit Coordi nator who ad-
mnisters and directs activities and programring on a 24 hour basis. For ex-
anpl e, houseparents in the Fort Wrth State School area assist the Unit Coor-
dinator in decisions on inplenmenting clients! individual program plans (IPP).
O her tasks include the follow ng:

1 Provide clients with socialization skills.

2. Conplete a nmedication course to beconme a certified nedication aide in

order to adm ni ster and docunent nedications as directed by a physician
or nurse.

3. Order, prepare, and serve food to the clients daily.

4. Train the clients in specific areas of IPP's (i.e., table setting,
tabl e manners, bed-making, |aundering, cooking, shopping, noney
managenment, etc.).

5. Est abl i sh and execute recreational prograns for the clients.

6. Coordi nate program activities and mai ntai n open channel s of conmuni
cation with the client's parents.

7. Assist the Unit Coordinator in training relief houseparents. (Relief
houseparents are hired usually on weekends to give the regular staff
time off).



Hypot hetically, a group home nodel may accommpdate eight mentally retarded
adult wonen and 2 single fenmale staff menmbers who live in the hone. One of the
staff nenbers has consi derabl e teaching experience with the handi capped and
consi ders her job as houseparent full-time. The other staff nenber has worked
with state agencies prior to becom ng a house parent. She runs her own business
during the day when the residents are at their day activities. A relief staff
comes in on the weekends to give the regular staff time off. Such a live-in
pattern provides the foll ow ng advant ages:

1. a nore normal home life for the residents.

2. nore consistent results when behavior nodification techniques are used.

3. nmore psychol ogi cal / emoti onal support for the residents.

4. higher staff-to-resident interaction.

5. closer client supervision.

6. role nodels for the residents.

The success of staff placenent in residential settings for the nentally
retarded appears to be based on one sound foundation - conmunication. Too
often in the past |ines of conmunication anong the various |levels of authority
have been blurred due to struggles for power and i ndependence. Unfortunately,
such situations have been a mmjor cause of high staff turnover.

An exanple of lines of authority within a typical adm nistrative setting

may entail the follow ng graphic illustration:



Suparintendent

Community Services
Director
Program Services
Director i __:
Alternative Livin
- ] el Secretary
Director
Professional
Team
] |
L Small Group Home } 1 Small Group Homeq
| Unit Coordinator | | Unit Coordinator |
—HDUSEP&EEI’EKS -HauseparEnts
-Relief Staff -Residential Specialist

-Relief Staff

In this arrangenent, house parents are directly responsible to the Alter-
native Living Director. Ildeally, houseparents should be a part of the disci-
plinary team who provide services (i.e. nedical, dental, etc.) to the clients.
The reasoning behind this idea is that houseparents know first hand what the
needs of the residents are and can provide valuable input to the team of pro-
fessi onal s.

For those staff menmbers living with residents, adjustnment is often difficult.
One mmj or problem encountered by houseparents is a stress factor due to frus-
trations in comrunicating with state agencies, particularly in regard to reg-
ul ati ons and policies. For exanple, many houseparents feel they have little or no
i nput about decisions concerning client placenment in group homes. They believe
their input in this area would be of great value to adm nistrators because of
their daily interaction with clients.

Dealing with the various levels of nmental retardation and client age within
the same residential setting is another conmon problem houseparents find. O der

clients not only slow down the younger residents, but they al so have nore




enoti onal problens, are often harder to train, and have | ess experience with
i ndependent |iving than younger residents. As a result, houseparents find
t hey nmust "change gears"” when dealing with individual clients.

A majority of conplaints voiced by the staff in small group homes dealt with
a lack of privacy and "no tine for oneself."” This is particularly true of young
married couples. According to Baker et al., several comunity residence directors
and many single relief persons repeatedly el aborated on the problenms of hiring
married couples, particularly young married couples, as houseparents. The
probl ems incl uded:

1 |If the houseparents! relationship is unstable, it creates a tense at
nosphere in the community residence.

2. \WWen the houseparents quit or are fired, or if they go on vacation
suddenly the conmunity residence is left with nost, if not all, its
staff gone.

3. Typically, the wife works full-time while the husband attends schoo
or works el sewhere during the day. There have been several cases in
whi ch the husband's interest in the community residence was nini mal
and the wife in actuality, perforned both their functions.

Ot her problenms that have been brought to the attention of service providers
in hiring live-in staff include:

1. extrenely |ow pay.

2. high staff turnover due to "burnout" from constant interaction with
t he residents.

3. client dependency on staff nenbers which is not conducive to the
phi | osophy of independent 1iving.

4. lack of quality training, resulting in little know edge of the client's
needs in | earning independent living skills.

5. lack of clearly defined staff roles (i.e., should the staff teach
counsel, or act as substitute parents?).

Staff turnover in small group homes occurs, on the average, once every two
years. Houseparents feel that minimal |iving space, no other home to "retreat”

to, and constant supervision of the residents have greatly contributed



to such a high turnover rate. A married couple who work as houseparents in a smal
group hone for children in Fort Worth nmaintain their own hone as a "weekend retreat”
when the relief staff conme on duty. This particular couple felt that they needed
time alone in another setting with their own children. The wife felt that because
she and her husband had to provide nore attention to the other children, their own
children were being neglected. Their solution was to maintain another house
separate fromthe group hone.

According to Baker et al., the small group home's staffing pattern insures
a short-terminstitutionalization of staff who Ilive and work at the same pl ace
to deinstitutionalize the residents. The result is higkﬁ even as it attenpts
staff turnover. Most studies indicate that, proportionally, the turnover rate
in small group homes is significantly higher than in larger facilities and
institutions.

Various prograns have experimented with "trial and error" staffing patterns in
an attenpt to alleviate the high turnover problem For instance, administrators in
Fort Worth were faced with the problem of hiring individuals or couples to work at
Wedgewood during the same hours as those of professionals (i.e., doctors, dentists,
etc.) so that the clients could take advantage of their services. Married
houseparents were originally hired on a 24 hour basis. Wen it was found that this
staff pattern was not the nost ideal, the staffing was reorganized to include one
staff menmber who would conme on duty during the hours that their clients needed
prof essional services and a training staff would take over after normal working
hours. Again, problens arose with this particular reorganization and they finally
hired two full-time, live-in fenmales. Both staff

nmenmbers are responsi ble for naking sure that the clients are provided with the

necessary services as well as training themin independent living skills.



An exanpl e that has proven successful is the housemanager pattern in which
approximately three single, unrel ated people replace the traditional houseparent
design. Each has specifically defined roles so that all of the residents! needs
can be dealt with rather than ignored. Baker et al., found that because house-
parents®! roles tend to be so generalized, residents do not |learn new skills, have
their enotional needs satisfied, or integrate successfully into the community. The
houseparents sinply can not deal intensively with any one need w thout ignoring the
ot hers. The housemmnager pattern appears nore successful as their roles are
specifically defined. 1In conjunction with this pattern, auxiliary, specialized
staff are established to take care of those needs the housemanagers can not
satisfy.

Ideal ly, the residential program should be divided into three major functions
as is done in Georgia' s Division of Mental Health and Mental Retardation. They
view their | ndependent Group Resident Programas divided into a home life func-
tion, a program support function and an adm nistrative function. FEach conponent
is separate and distinct, yet they are interrelated and supportive of each other
The objective of the programis to maintain visibility of each function so that
staff roles do not become confused, thus avoiding high staff turnover and
discontinuity for the residents. Their philosophical orientation in pat-terning their
staff directly relates to these functions:

Em nating fromthe honme function is the goal of providing a stable hone

environment for...people for an indefinite period of time. The stability

of the home is made possible by a "live-in" staff nember (honme manager)

whose basic role is to support (to whatever degree necessary) the hone

like qualities of the program The honme has programmati c support by

having staff (auxiliary staff) whose primary job is to provide training

and supervision when and where residents need it. By assum ng many of

the duties for training and supervision, the auxiliary staff pernmt the

live-in staff nenber the freedomnot to be progranmatic but rather to act

as a support house nenber. This is central to the clarity of the

I ndependent Group Residence, as live-in staff have traditionally been

expected to "be everything to everybody. " Finally, the hone is supported
admi ni stratively by a program



director who is responsible for balancing off all of the conpeting

interests of staff, goals, policies, etc., to support the |Independent

Group Residence in a way which all ows residents to be served appro-

priately in their hone.
Range of Mbdel s

The maj or goal of residential progranms is the successful placenent of
residents into the mai nstream of society. To neet this goal, various nodels of
residential settings that range in | evels of supervision and care have cone
into existence. According to Lawder et al. (1974), careful thought nust be
given to service goals and certain generic conponents in designing nodels and
devel oping progranms to fit these nodels. For instance, the service provider

nmust consider the follow ng factors:

1. the age of the child (or adult) to be served, his problem his
parental situation

2. anticipated length of tine in care.

3. intensity of social and psychol ogi cal treatnent envisioned

4. kind of environnent...needed

Based on programmatic conponents and orientation to independent Iiving,
nodel s do vary fromstate to state. However, there are four basic types, and

variations thereof, that will be considered in this section:

Fam |y Homes Apartnents -
Single Fanmily Dwellings
Smal | Group Homres
Speci al i zed Medical Facilities

Fam |y Hones

The natural hone is by far the |east restrictive environnment for the infant,
child, or adol escent who is nentally retarded. However, for those individuals
who require constant care because of nedical or behavioral problens, the natura
home may not be equi pped or staffed to provide this type of supervision.

For those individuals who cannot return to their natural home, an adoptive

type home may be the next best alternative. Legal guardi ans can provide the type



normal famly life and parental role nodels often needed by clients who have
devel opnental disabilities. Foster hone care is another alternative and is
classified as legal, tenporary or |long-term custody of infants, children or
adol escents. Foster hones can also provide the client with the type of hone
life which is condusive to a stable environnment. However, foster care is con-
sidered a short-termresidential placenment setting as opposed to either the
natural hone or the adoptive hone.

The Texas Association for Retarded Citizens (1980) devised a list of

crucial services for clients who are placed in fam |y hones:

1. Food and Nutrition Services 10. Physi cal Therapy

2.  Speech and Hearing Therapy 11. CGccupational Therapy

3. Toilet Training 12. Health Care

4. Devel opment al Trai ni ng 13. Legal Assistance

5. Baby Sitting 14. Sex Education

6. Respite Care 15. Informati on and Referra
7. Parent Training 16. Educational Services

8. Social Services 17.  Speci al Equi pnent

9. Fi nanci al Assi stance

Apartnments - Single Fanmily Dwel lings

For older clients (18 years +), independent living in an apartnent sit-
uation or a single famly dwelling is the preferred residential placenent.
Here, clients are nore or less on their own, utilizing the skills they received
in a nore traditional setting. Usually, they will share their living arrange-
ments with no nore than three other residents. Services are miniml and oc-
casionally a social worker or support staff menber will schedual follow up
visits. Those services that are provided m ght include: social services, in-
formation and referral, financial assistance, physical therapy, occupational

t herapy, |egal assistance, health care, vocational training and placenent,



religious nurture, and sex education/fam |y planning.

Dependi ng on the | evel of supervision needed, apartments and single famly
dwel i ngs can al so acconmodat e individuals who require nore frequent visits and
addi tional services fromstaff nenbers to help with self-care needs and additional
training in areas in which they nay be | ess proficient.

Nebraska's residential prograns are based on a regional service nodel which
provi des nore individualized services than nost other progranms which incorporate
regi onal center nodels. These regional center nodels provide a wi de range of
services that are in close proximty to the residences. According to Fritz et al
(1971), this type of service nodel perpetuates institutionalization on a smaller

scale in that services are provided to |arge groups residing together and, thus,
9

fail to integrate their residents into the mainstreamof their comunities.
In keeping with the regional service nodel orientation, the Nebraska plan for
t he devel opnent of apartnents includes three broad categories:

1. Apartnment Clusters - conposed of several apartnents in relative physical prox

imty, functioning to some extent as a unit, and supervised by staff nmenbers who
reside in one of these apartnents. Here, the degree of supervision depends on

a number of factors including: how close the apartnents are to each other, staff-
to-resident ratio and interaction (as dictated by individual needs), and the
act ual

types of services needed by the residents.

2. Co-residence Apartnents - occupied by one or two adult staff menbers and two

or three retarded persons living together as roommates or friends. |In this set
up, ideally, the staff nenber's role is to provide "friendly guidance" and the
residence itself should foster as nuch self-sufficiency on the part of the res

dent as possible, with the goal being to eventually elimnate the client's need

for alive-in staff.

10



3. Maxi mum | ndependent Apartnments - occupied by two to four retarded adults

and requiring little, if any, supervision or assistance in physical or socia
skill training (i.e., noney managenent, food shopping, leisure time activities,
etc.). Goup Hones

The group hone design is the nodel nmpst widely used to pronote inde-
pendent living. The Federal agency of the Adm nistration on Devel opnent al
Di sabilities provides a conprehensive definition pursuant to 1967 rules and
regulations related to the establishnment of group homes (WAC 275. 36.010):

-A group hone is a residential facility capable of serving, anong others,
a small nunber of nentally retarded and/or physically handi capped individ-
ual s-up to a maxi mum of 20- who are able to participate in a variety of jobs,
shel tered wor kshops, day care centers, activity centers, educational facili -
ties, and/or other community based programs that are neaningful for their
training, rehabilitation, and/or general well-being.

-A group home is usually a single dwelling, a series of apartnments, or
ot her buildings with sound structure which shall offer a pleasant and health-
ful environment for human life and welfare. The building for a group hone may
be owned or |eased, a house or apartnents, or a segnent of a larger facility.

-Group hones must be |l ocated within reasonable proximty to those
community resources that are necessary adjuncts to a training or education
and/ or rehabilitation program

-Living quarters shall enulate a home-like atnosphere and the residents
will take part, insofar as they are capable, in their own personal care and in

the care of their quarters.

11



-A group honme may be an extension of prograns of existing residential
facilities serving nentally and physically handi capped individuals and will be
viewed as an elenent in a conmprehensive plan for mental retardation services
in a region.

There are two basic types of group homes in operation: transitiona
group honmes and |l ong-term group homes. Depending on a state's program staf-
fing patterns range fromlive-in houseparents to housemmnagers and/ or
supervi sory professional staff nenbers. The residences are prinarily designed
to house six to eight children or adults. The transitional honmes are de-
signed to house persons 18 years or older with the intention that the indi-
vidual will nove on to a less restrictive residence (i.e., apartnment |iving)
after mastering i ndependent living skills. The |ong-range group hones are
nmore permanent residences for those individuals who show | ess ability in
l'iving independently. However, many |ong-term group homes are programed and
operated to all ow those who progress the opportunity to nove on to |ess
restrictive environnents.

Group hones do exist that have highly specialized prograns, facilities
and equi prrent for such clients as the nultiply handi capped retarded person,
the nmentally ill retarded individual, the nentally retarded offender - those
i ndi vidual s who require services "above and beyond" the basic services avail -

able in the transitional or |ong-term group home prograns.

A list of services for group homes might include the following:12

1 Soci al Services 11. Speech and Hearing Therapy
2. I nformati on and Referral 12. Legal Assistance

3. Fi nanci al Assi stance 13. Recreation

4. Social Rehabilitation 14. Paraprofessional Counseling

12
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10.

Medi cal

Di etary Services

Transportation

Behavi oral Mbdification

Toi l et Training
Physi cal Ther apy
Occupati onal Therapy

Facilities

15.

16.

17.

18.

Advocacy
Health Care
Rel i gi ous Nurture

Sex Education/Fam |y Pl anning

There are tenporary facilities in existence for persons who are nentally

retarded with nedical

the foll owi ng services:

1

2.

10.

11.

12.

Medi cal Services
Dent al Services
Educati onal Services
Di etary Services

Li brary Services
Nur si ng Servi ces
Phar macy Services
Physi cal Ther apy

Fi nanci al Assi stance

Transportation

Behavi oral Mbdification

Par apr of essi onal Counseli ng

condi ti ons that

require constant 24 hour care and treat-

ment .

Known as Transitional Skilled

Nur si ng Homes, such residences provide

13

13.

Ther apy

14. Speech and Hearing Therapy
15. Psychol ogi cal Services

16. Recreation Services

17. Religious Services

18. Soci al Services



19. Information and Referra

20. Advocacy

21. Social Rehabilitation

22. Toilet Training

23. Legal Services

24, Sex Education/Fam |y Pl anning

It should be enphasized that these skilled nursing honmes should be

viewed as tenporary and nost of the indviduals who reside in such facilities
are there for illnesses and disabilities that require daily nedical care and

supervision by medically trained staff nenbers.

13



O her Mbdel s

There are several other types of residential facilities that should be
mentioned at this point. They include the hal fway house, boarding hones,
hostel s, nursing hones, intermttent or respite care units, and community

residential training units. Hal fway House

The hal fway house is progranmed and operated as an alternative be-
tween institutional Iiving and independent community living. A halfway

house is defined as a tenporary hone for adults who need to make a transition

conmmunity |iving. Originally established f&ﬁ frominstitutional life to
the nentally ill, these facilities have now becone suitable for the nentally

retarded. They can house a small group of residents or accommodate anywhere

from25 to 30 individuals. Boardi ng Hones

Boar di ng honmes are highly autononous in that the resident is essentially
left on his owmn as no type of supervision, recreation, and personal attention
is provided by boarding hone operators. They are set-up to house nentally
retarded adults and provide only room and board. Cost is relatively |ow and
the residents can usually get by with their own earnings, parent's
assi stance, or public welfare assistance. Hostels

Often equated with the group home design, hostels are defined as a pl ace
of permanent residence for a small group of approximately 15 to 40 nentally
retarded nmen and wonen over 17 years of age, who are able to par-ticipate in
a variety of community jobs or prograns during the work day. A hostel is

usually a single dwelling or series of apartnents and not

14



part of an institutional canpus. Living quarters will have a honelike at-
nosphere. Residents will participate in all aspects of their living situation
and personal care as far as they are capable.

The above definition of a hostel is based on the New York State plan for
residential facilities. The main difference between this particul ar design
and a hal fway house is that a hostel provides permanent residency. The
resident in a halfway house can nmove on to nore independent, |ess supervised

living arrangenments. Nursing Hones

Nursing homes are set-up to provide ongoing nursing care to individuals
who have physical problens, chronic illnesses, or disabilities in addition to

nental retardation. Intermttent or Respite Care Units

Respite care units are tenmporary shelters or foster care hones (i.e.,
Northern Virginia plan) that serve all age groups and all degrees of handicaps.
This particular programis nore of a service set-up to allow fanilies who have

retarded nenbers occasional relief or tine away fromthe care of the nentally

retarded person.

Communi ty Residential Training Unit

A Community Residential Training Unit is a type of living arrangenment set-
up on a five-day/weekend pl anned program for ambul atory, severely and profoundly
retarded individuals. Haven Hone in Pittsburg, Pennsylvania is an exanpl e of
this type of facility in which eight retarded children between the ages of three
and eight live at the facility during the week and return home on the weekends.
Ei ght other retarded children nove in on the weekends for the same program The
programis set-up to allow the children to participate in educational

occupati onal, physical, and speech therapy prograns. Focus

15



is given to inproving adaptive behavi or, devel opi ng | anguage skills, estab-
l'i shing appropriate social behavior, and self-help skills.17

Most states vary in the types of residential progranms avail able for the
devel opnental |y di sabl ed. However, the basic phil osophies of the programs are
simlar in terms of conmunity placenment. The advantages of independent I|iving
are nunerous and nake comrunity placenment a highly desirable alternative to
institutionalization. Manula and Newran (1973) list a few of these advantages
as foll ows:

1 Community placenment offers increased opportunities for normal socia
devel opnent through daily interaction with normal individuals by del aying
separation fromthe community at |arge

2 Because of the small size of community placenent facilities, the
per son:
who is nentally retarded can be afforded individual attention and affection
whi ch woul d be prohibitive in a large institutional setting...(and) can al so
contribute to nore rapid growth and devel opment as a result of participation
as a famly nenber in a famly type atnosphere not to dissimlar to that from
whi ch he cane.

3. Community placenent enables the community to become nore accustoned
torelating to the mentally retarded..

4, Community placenent tends to sustain the chance of eventually reunit

ing the famly when the natural famly is intact or able to be rehabilitated.
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CHAPTER |
Federal Progranms Available for
Al ternative Conmmunity Living Mdels
Medi cai d

Federal |y supported services for the nedically indigent began as a direct
result of the Great Depression in the 1930's. \What fornerly was considered the
fam ly's responsibility for their nmedical needs becane the responsibility of the
governnment as dictated by econom c and social forces.

In 1935, the Social Security Act was passed and federal funds provided recip-
ients of public assistance with direct cash paynents. After a series of amendnents
spanni ng more than 20 years, a Medicare-Medicaid bill was introduced in Congress in
1965. Public Law 89-97 was signed by President Lyndon Johnson that same year and
the Medicaid portion of the bill became effective January 1, 1966. Medicare
foll owed six nonths |ater.

Aut hori zed under Title XI X, Medicaid became a major source of funding for
alternative care facility services. The Medicaid programis based on a federal/
state sharing formula. Medicaid provides funds for medical assistance based on
state plans. Each state is responsible for 17%to 50% of the total costs of the
program The federal governnent provides a share ranging from50%to 83% of the
total costs.

The following is a list of services provided by the Medicaid program
1. Inpatient Hospital Services
2. CQutpatient Hospital Services
3. O her Laboratory and X-ray Services
4, Skilled Nursing Facilities for Individuals 21 years or ol der
5. Physician's Services

6. Medical Care and Renedial Care
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7. Hone Health Care Services

8. Private Duty Nursing Services
9. dinic Services

10. Dental Services

11. Physical Therapy, Cccupational Therapy, and Treatnent of Speech and Hearing
Di sorders

12. Prescribed Drugs, Dentures, Prosthetic Services or Eyegl asses

13. Other Diagnostic, Screening, Prevention and Rehabilitative Services

14. Inpatient Hospital Services, Skilled Nursing Facilities Services and
Internediate Care Facility Services for Individuals 65 years of age or
older in an Institution for Tuberculosis or Mental Disease

15. EPSDT - Early and Periodic Screening, Diagnosis and Treatment for Children
Under the Medicaid program paynent is made directly to nedical care

provi der through a single state agency designated by the Governor of each state.

Reci pi ents include the aged, blind and disabl ed, and dependent children of

eligible famlies. Eligibility
Eligibility requirenents for Medicaid vary fromstate to state. However,

standard groups are eligible for Medicaid coverage:

1. The Categorically Needy - Those persons receiving or eligible to receive

fed-erally subsidized public assistance payments. The ratio of categorically
needy Medicaid beneficiaries to the total population of a state is related to
the upper limts a state places on its cash public assistance payments. The
hi gher the pay-ment, called the "state standard,"” the nmore persons whose incone
will fall below
it.

Those covered under the categorically needy group include:

a. Al individuals receiving Aid to Famlies with Dependent Children (AFDC)
payments.
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b. Individuals who have becone ineligible for AFDC because of increased earnings
will be eligible for 4 nonths as of the nonth they originally becane el
gible for cash assistance to ease the transition into regular enploynent.

c. Coverage nmust al so be extended to a |arge share of those who are eligible
for Supplenental Security Income (SSI). SSI will be discussed in greater
detail later. However, it should be noted that a state may cover all SSI
reci pients under the categorically needy group
2. The Medically Needy - The nedically needy are persons who have incones which
are high enough that they would nornmally be ineligible for state public assistance
payments, but are not high enough to neet their basic food, shelter and cl othing

needs if they were also to pay their nmedical bills.

3. The Medically Needy Children - In order to qualify under federal regulations

financial eligibility, a dependent child nust be without a father or nother in
the home as a result of divorce, death of a parent, or separation of the parents.
This section extends Medicaid coverage to children living in intact househol ds
where the famly's income is below the state's AFDC coverage. It also allows for
coverage of reasonabl e subcl asses of individuals under 21. Such "subcl asses”

i nclude children in foster homes, private institutions, or in subsidized adop

ti ons when a public agency is assuming financial responsibility..

I n august, 1982, Congress approved a provision that would allow children
under the age of 18 to receive Medicaid benefits for care at hone under the fol-
Il owi ng conditions: (1) the child requires the |evel of care provided in an
institution; (2) the same care the child would receive in an institution can be
received outside the institution; (3) the cost of care at hone is not nore ex-
pensive than in an institution; and (4) a famly's incone neets eligibility
criteria as outlined under SSI requirenents.

Under Medicaid provisions, the two nost inportant services for the nmentally
re-carded are the Early and Periodic Screening, Diagnhosis, and Treatnent Program

(EPSDT) and Internediate Care Facilities for the Mentally Retarded (I CF/ MR).
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These services are required and must be adm nistered to the client.

The services a mentally retarded client can receive under EPSDT include:

1. assessment of the child's physical and mental health and
his growth and devel opment.

2. check-ups and appropriate referrals to physicians and
clinics for treatment in the follow ng areas

Vi sion tubercul osis

hearing ki dney disease

dental problens veneral disease

growth and devel opment anem a and sickle cel

nutrition parasites

i mmuni zatin | ead poisoning

heart disease drug abuse

3. eyeglasses and hearing aids will be made avail able.

4. transportation will be provided if a child cannot take

advantage of the programwithout it.

Intermediate Care Facilities (ICF/ M)

Under | CF/ MR provisions, strict regulations must be adhered to in order for

the client to receive maxi mum benefits fromthe program A facility must show

that the client is receiving "active treatment" as defined by federal regulations

before payment can be received under Title XIX. Active treatment includes:

1. Regular participation in accordance with an individual plan

and therapies;

2,

of care in professionally devel oped and supervised activities

An individual "plan of care" which is a written plan setting
forth measurable goals or behaviorally stated objectives and
which prescribes an integrated program of individually designed
activities, experiences or therapies necessary to achieve such
goal s or objectives. The overall objective of the planis to
attain or maintain the optiml physical, intellectual, social
or vocational functioning of which the individual is presently
or potentially capable

An interdisciplinary professional evaluation consisting of complete
medi cal, social, and psychol ogical diagnosis and eval uation

and an evaluation of the individual's needs for institutiona

care, prior to but not to exceed three months before adm ssion

to the institution...The evaluation is to be conducted by a
physician, a social worker and other professionals;
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4, Re-evaluation - nmedically, socially, and psychologically - at
| east annually by the staff involved in carrying out the resi
dent's individual plan of care, including review of the ind
vidual's progress toward neeting the plan objectives, the ap
propri ateness of the individual plan of care, assessnment of con
tinuing need for institutional care, and consideration of alter
nati ve nethods of care; and

5. An individual post-institutinalization plan...developed prior
to discharge by a qualified nmental retardation professional and
ot her appropriate services, protective supervision and ot her
foll owup services in the resident's new environnent.

The concept of internediate care facilities (ICF/MR) got its start in the
early 1970's. Wth the enactnment of Public Law 92-223 in Decenber, 1971, the
authority for internediate care facilities was transfered fromTitle Xl to Title
XIX. Practitioners recognized that many clients in state and private
institutions did not require 24-hour intensive nursing care. According to Litvin
and Browning (1977), the nove to deinstitutionalize had many positive effects as
peopl e who were rel eased were able to find gainful enploynent and becone self-
supporting. However, the negative effects far outwei ghed the positive in that
funds were scarce and unavailable in nost instances for room and board services.

| CF/ MR services are either enployed through contractural arrangenents
or through direct provisions. They include:

1 Dental services or those services which provide an eval uation
di agnosi s, treatnent and annual review of the resident's denta
health. Care nust be provided for dental emergencies under su
pervision of a dentist.

2. Physical and occupational therapy services which nmust be under
the supervision of a physician or a physical or occupationa
therapi st who neets state |licensing standards.

3. Psychol ogi cal services which include individual treatnent and con
sultation if necessary. Such services nust be rendered by a person

with at |east a masters degree in psychol ogy.

4. Social services nmust be nade available to all residents as appro
priate; participation including evaluation and counseling with
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I nt er medi

referral to, and use of, other community resources as appropriate;
participation in periodic reviews; and planning for community place-
ment, di scharge and foll ow up services.

Speech pat hol ogy and audi ol ogy services are for those who need
them They nust be provided under the direction of a physician or
a speech pathol ogi st or audi ol ogi st.

Organi zed recreational activities are provided for residents
consistent with their needs and capabilities. Adequate recrea
tional areas and equi pnent nust be provided.

Physician's services: a conplete annual physical examination is
to be perforned, and there nust be formal arrangements to provide
for nedical emergencies on a 24-hour 7-day-a-week basis.

ate Care Facilities (under Public Law 92-223) are defined as,

institutions which:

or

| CF servi

are licensed under State law to provide, on a regul ar basis,

heal th-rel ated care and services to individuals who do not
require the degree of care and treatnment a hospital or skilled
nursing honme is designed to provide, but who, because of their
ment al or physical conditions require care and services (above
the | evel of room and board) which can be made available to them
only through institutional facilities;

meet such standards prescribed...as...appropriate for the proper
provi sion of such care; and

meet such standards of safety and sanitation as are established
under regulation...in addition to those applicable to nursing
homes under State | aw.

ces are included in public institutions for the nentally retarded

persons with related conditions if:

1

the primary purpose of such institutions is to provide health
or rehabilitative services for nmentally retarded individuals
and which nmeet such standards as nmay be prescribed. ..

the nmentally retarded individual with respect to whoma re
qgquest for paynent is made under a plan approved under this
title is receiving active treatnment under such a program and

the state or political subdivision responsible for the op
eration of such institutions has agreed that the non-federa
expenditures with respect to patients in such institutions
will not be reduced because of paynments made under this title.
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Medi cal practitioners began to realize that there were persons w th handi -
caps in 24-hour, intensive nursing homes that did not require constant care.
However, the resident did require care and services that went beyond sinple
room and board, particularly in the areas of social interaction, therapeutic
and devel opnental services and recreation. Thus, the I CF concept originated as

a possible | evel of care existing between room and board and i ntensive nursing

facilities.

Conflict arose in the ICF s orientation between a nedical nodel and the
devel opnental nodel. This conflict was particularly felt in the area of fund-

ing since ICF s are a provision of Medicaid:

1. Early regulations required that the director of an |ICF/ MR be
licensed as a nursing hone adm nistrator.

2 Services of the ICF/MR had to include the entire spectrum of
skilled nursing services, generally not needed by all the
potential residents.

3. In nost states, the agency with the authority to license | CF/ MR!s
is the Health Departnment which may use the sanme criteria for
licensing ICF/MR's as for skilled nursing facilities and genera

| CF' s.
A recent trend by service providers and advocates has been to stress the
devel opnental nodel of placing individuals in ICF's with the intention of training

the people in independent living skills. There are currently three |evels of

Internediate Care Facilities:

Level I: Small residential hones of 15 beds or |ess designed to provide
long termor transitional living opportunities for persons who
may be noderately or nildly devel opnental |y di sabl ed.

Level V: Programs offered in nursing hone-type environments, (which)
provi de devel opnental services to persons who are noderately to
severely handi capped and who require greater degrees of pro-
granm ng and supervision than the Level | residents.

Level V. Prograns also typically housed in nursing home-type environnents
(which) serve persons who are severely or profoundly handi capped
with restrictive nedical or behavioral problens.
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The | CF/ MR application and certification process is rather |engthy and

i nvol ved.

servi ces,

For the benefit of the service provider who wishes to utilize ICF

Bright (1981) lists a series of steps that service providers in

the state of Texas nust follow to gain access to | CF/ MR prograns. Service

provi ders should contact those agencies and departnents that are simlar in

function to those nmentioned under the Texas pl an:

1

Potential | CF/ MR service providers should determ ne generally the

|l evel of ICF/ MR services they intend to provide (i.e. Levels I, V,
or VI) or other general DD groups they wish to serve (i.e. epilepsy,
autism cerebral palsy, etc.).

Provi ders should contact personnel in the Professional Services Divi
sion or the Quality Standards Division, Bureau of Long Term Care of
the Texas Department of Health. Fromthese offices, providers can

receive copies of the ICF/ MR regul ations and ot her infornmation and

materials to the TDH certification process.

Provi ders should contact the Architectural Division, MR Section, of
the Texas Departnent of Health. This division is responsible for
certifying the physical facility in which the proposed I CF/ MR program
is to be housed. ICF/MR facilities nmust neet provisions of the Life
Saf ety Code and other required standards. Building plans nmust be
submitted to the Architectural Division for review. Personnel of the
Architectural Division nmay then conduct a site visit to the facility
to advise providers as to their level of conpliance with application
standards and codes. U timately, the Architectural Division is re
sponsi ble for certifying that the facility has net all necessary
bui | di ng requirements.

Provi ders shoul d establish and justify with appropriate docunentation
that a need for the services that they propose to provide actually
exi sts.

Educati onal and vocational services are non-reinbursable under |CF/ MR
programs. Therefore, providers nust engage in appropriate preplanning
activities which inmpact | ndependent School Districts and the Texas
Rehabilitation Comni ssion or other |ocal vocational service providers
to neet the needs of clients who will require such services.

Conpl etion of a planning checklist by TDVHVR officials is necessary
based upon docunentation submitted by the provider

Provi ders shoul d contact personnel at their regional Health Systens
Agency (HSA) office. HSA reviews of proposed |ICF/ MR projects are a
necessary elenment in the Certification of Need process conducted by
the Texas Health Facilities Conm ssion (THFC). The degree of HSA
i nvol verent in this process and the type of pl anning revi ew conducted
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10.

11.

13.

14.

15.

differs considerably fromone HSA regional office to another. Pro-
viders should inquire as to all applicable HSA revi ew procedures and
comply in full with such requirenments.

The Certificate of Need process involves docunentation that verifies
substantial need for ICF services, that the programis cost-effective,
that providers can conpetently devel op and adni nister the program
and that the program s services are not the same as those already
existing in the same area.

Once the provider has received a Certificate of Need, he should apply
to the Texas Departnent of Human Resources (TDHE) for a Contract for
participation in the ICF/ MR program The application should be made
to the Certificate Services Section. Al relevant application material
can be obtained directly fromthat office

The application to TDHR for a Contract for Participation in the |ICF M
programtriggers a notification from T TDHR to the Certification Services
office of the Quality Standards Division of the Texas Departnment of
Heal th regarding the intent of the provider to be certified for par
ticipation in the | CF/ MR program

The provider should notify the Architectural Division to schedule a
date on which their personnel will conduct a site visit to certify
t he physical facility in which the ICF/ MR programis to be housed.

Concurrently with Step 11, providers should contact the MR Program
O fice of the Quality Standards Division of the Texas Departnment of
Health to schedule a date for the ICF/ MR certification survey of
the facility.

Providers will need to adnit at |east one resident to the facility
prior to the on-site survey by the MR Survey Team

On the schedul ed dates, the MR survey teamwi |l conduct an on-site
visit to evaluate the programon the basis of |ICF/ MR standards and
regul ati ons. Upon conpletion of the survey, the Survey Team wil |
reconmend certification of the providers programto the Texas Depart
ment of Human Resources, Certification Services Section. The Survey
Team s positive recomendation on certification is generally
tantanount to approval by DHR

Concurrently with final phases of the facility/programcertification
process, individual residents of the proposed ICFH/ MR facility must be
certified and "typed" for participation in the programprior to ad

nm ssion. Specifically, a "Level of Care" determ nation nust be nmde
by the TDH regi onal MR Program Teans.

27



Certificate of Need

A few states require a document known as a Certificate of Need if they use
CP/IMR Title XIX Medicaid funds. Texas is one such state that must comply in
order for the state's health facilities to avoid duplication of services and
provide care in a more cost effective manner. A Certificate of Need document
stipulates that there is a substantial need for the proposed s ervice, that the
programis cost effective, and that the services provided are not duplicating
existing services in the same area

In Texas, regional Health Systems Agencies and the Texas Health Facilities
Commi ssion are responsible for reviewing applicati ons for Certificate of Need
and for seeing that facilities comply with the regulations governing such a
document. All facilities that are medically oriented, including ICF/ MR faci
ities of 15 beds or less, are subject to the requirements of the Certifica te of
Need as they are funded through the Title XIX Medicaid programs.

Because the Certificate of Need application process is rather lengthy, the
service provider should contact the state agency responsible for carrying out
the application process at least 6 to 9 months prior to the proposed date for
starting a program The type of information usually contained in a Cer tificate
of Need document includes the following

1. Certificate of Need requirements

2. Criteria for use in Certificate of Need reviews
-medical service area

health-care requirements;

-relationship to existing or approved services
and facilities;
-l ess costly or nore effective alternatives;
- personnel and operati on;
-economc feasibility;
-speci al requirenents;
-rel ati onship of the proposed plans to

exi sting plans;

-criteria for safety factors and accreditation
or licensing, or certification standards.
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3. Preapplication instructions
4, Application packet and instructions
5. Certificate of Need review and hearing process

An applicant can file for a Motion to Amend an accepted Certificate of Need
on bed capacity or licensed beds; categories of beds; the nunber of beds in a
category; project cost; novable or fixed equi pnent; services; medical service
area; the gross area to be constructed, renovated, purchased, |eased, or donated;
the location of a project; and | egal ownership.

Upon dating and acceptance of a Certificate of Need application by the
appropriate agency, a review is conducted and a hearing is schedul ed on the
application. Criteria formthe basis of the review and the burden of proof is
on the applicant to present information in the application and evidence of
facts at the hearing which address each relevant criterion satisfactorily,

before a Certificate of Need neets approval
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Suppl emrental Security I ncone

When the Social Security Act of 1935 was enacted, one of its purposes was
to provide for retired persons a pension programthat was insured and ad-

m ni stered by the governnent. Under this program a person who had worked for a
certain period of time in covered enploynment could retire and receive a nmonthly
benefit check fromthe Federal Governnent.

Title Il of the Act becane the authorization which established services for
retired citizens. A problemarose in that Title Il was strongly tied to
wor k/ wage requi rements and many people, who were not eligible under those re-
qui rements, could not receive the needed assistance. As a result, public assis-
tance and wel fare progranms were established under the Act to provide a "re-
si dual system' for adequate income to needy individuals who were not protected
by the social insurance system or whose benefits under that system were insuf-
ficient to nmeet their needs. Supplenmental Security Incone (SSI) is a direct
outgrowth of these early support prograns.

Aut hori zed under Title XVI of the program SSI becanme |aw on January 1,
1974. Unli ke Medicaid which is based on the state-federal partnership, SSI is
federally controlled due to problens that arose with the inplenentation of
early public assistance prograns across the states. For exanple, it was found
that in sone states the aged, blind and di sabled were only receiving between 9
and 10% of the total state budget for payments in aid. Varying eligibility
requi rements across the states caused even nore discontent with these early
prograns. As a result, states were given a tinme limt between 1972 and 1974 to

maeke the switch fromstate control to federal control of the SSI program
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Dependi ng on the state which inplenents the program SSI provides eligi-
ble recipients with mninum cash paynents along with additional state supple-
ments (i.e., Medicaid). As of July 1, 1982, SSI paynents constitute $284. 30
per nonth for single recipients. However, SSI benefits are reduced to a nmax-

i mum of $25.00 per nonth for individuals entering an institution or residence
which is receiving 50% or nore of the resident's care from Medi cai d.

For those individuals residing in alternative living environnents that did

not nmeet internmediate care facility requirenents, service costs (other than

basic room board and | aundry services) were deducted fromthe individual's SS
mont hly check. According to Litvin, this served a two-fold purpose:12
1 It let the SSI recipients know that they would be penalized if they
paid for services in board and room homes which woul d better be ren

dered in an adequately staffed internmediate care facility.

2 It...placed the burden indirectly upon state and | ocal agencies not
to pay for high Ievel services in roomand board facilities.

Because it was | ess expensive to place individuals in ICF s, group hone
adm ssions were seriously hindered and many clients were inappropriately placed
in ICF's. Another, closely related problem arose for group home residents in
that support given to homes by the state was consi dered "unearned i ncome" and
in many cases the residents were ineligible for financial assistance under SSI
requi rements. An anmendment known as the "Church Amendnent” (P.L. 93-484) ex-
enpted certain types of financial support to include funds provided by private
non-profit sources; funds used to pay for the cost of roomand board only; and
funds used to support private, non-profit, and non-nedical (i.e., not an ICF)
group horres

Under the Ford adninistration, three significant amendnents to the SSI

program establ i shed | egislation that extended benefits to recipients in group

hones and ruthorized a new assistance programfor SSI eligible children.
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The first amendnment, known as the Key's G oup Home Anmendnent, basically
redefined a public institution by excluding poblicly operated comunity resi -
dences serving 16 or fewer persons. The purpose was to assure SS|I recipients
that the supplenental incone they received fromthe | ocal and state governnent
woul d not be counted as "unearned incone." Another basic el enent of the amendnment
establ i shed standards for care in non-nmedical facilities (i.e., group honmes) which
the states are to enforce and maintain. The Key's G oup Home Amendnment
significantly opened the door for the devel opnment of group hones for the nentally
retarded.

The second significant amendnent, known as the M kva Child Referral Anend-
ment, established a provision for the referral and paynent of needed services
to eligible children. The third and final anmendment was directed toward the
eligibility criteria for SSI children. Accordingly, a retarded child under 18
is considered disabled if it is shown that:

1 the child's I1Qis 59 or |less;

2 the child s 1Qis 60 through 69 and the child has marked dependence,
inrelation to age, upon others for meeting basic personal needs, and a physical or
ot her nmental inpairnment that restricts function and devel opnent; or

3. achievenent of developnental nilestones is no greater than would gen
erally be expected of a child half the applicant's age.

Eligibility Requirenents

Requi rements for SSI are divided into four areas: Age and Disability, In-
come Limtations, Resource or Asset Linitations, and Other Facotrs. Litvin and
W | son break these categories down into separate eligibility requirenments. Age
and Disability

1. A person's age nust be 65 years of age or older if age is used by the
applicant to nmeet eligibility.
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2. To qualify on the basis of disability, the applicant nust be unable
to engage in any substantial gainful activity by reason of any nedically
det ermi nabl e physical or nental inpairment which can be expected to
result in death or which has lasted or can be expected to last for a
continuous period of not less than 12 nonths. A child under 18 is

eligible if his inpairment disables himfor a year or nore were he an
adul t.

| ncone Limtations

Though countabl e income is used to reduce the amount of the monthly SS
benefit, the program provides for disregarding or not counting several types of
income in conputing the anount of an SSI benefit:

1 twenty dollars of unearned inconme is disregarded plus one-half of

what is left over above $85.00 (i.e., One dollar is disregarded for

every $2 earned over the $85.00 amount),

3. regular cash paynents nade by a state or local political subdivision
(based upon need),

4. inconme necessary for a blind or disabled individual to fulfill a
plan for support,

5 a blind individual's work expenses,

6. the earnings of a child attending school

7. casual earnings fromodd jobs, babysitting, etc. (if it totals no nore
than $30 per quarter),

8 tax refunds on real property or food puschases,

9. scholarships or fellowships to the extent that they cover the cost
of tuition and fees,

10. the value of home-grown produce consuned by the individual recipient
and his famly,

11. one-third of child support paynents received by an eligible child
froma parent who is not living in the home; and

12. foster care paynents for a child who has been placed in an SSI
reci pient's household by a foster care agency.

Resour ce of Assets

1. An eligible individual is allowed up to $1,500 in value of countable
resource. Eligible couples are allowed $2,500.
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O her

Eligibility Factors

The recipient nust be a resident of the United States. |If he | eaves
the country for 30 days or nore, he must reside in the United States
for 30 consecutive days to re-establish his eligibility.

A person nust file for any other benefits he may be eligible for
in order to qualify for SSI

A beneficiary who is blind or disabled is required by Public Law
92-603 to accept the services of a state vocational rehabilitation
agency as they are made avail abl e.

A person is not eligible for SSI during the tinme he is a resident of
a public institution. However, an institutionalized individual is
eligible if the public institution is receiving Title XI X (Medicaid)
payments in his behalf and the anount of those paynents represent
nore than 50% of the cost or charges (whichever is lower) in treating
him For persons in private nursing homes or Internediate Care Faci
ities, the private rate is |lowered to $25 per nonth.
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Title XX

In 1975, President Gerald Ford signed into |l aw what is considered to be one
of the last reorganizations of federal social service legislation for many years
- Title XX established a new assi stance program for the devel opnen-tally
di sabled and I ow to noderate inconme fanmilies. The program can be found under
the public assistance prograns of the Social Security Act and is based on

a state and |l ocal/federal matching funds forrmula. According to Litvin (1977),
the inpact that Title XX has at the state level is that it theoretically:14

-provi des for an expansion of possible services offered and nunbers of
i ndi vidual s to be served;

-places full accountability for planning and admi ni stering the program
at the state |evel

-requires the devel opment of new pl anning, financial managenent, and
reporting practices at the state level; and

-provides for accountability to the citizens of the states through a
public planning process.

The goals of Title XX are strongly based on reduci ng dependency and fos-
tering econom c self-support and self-sufficiency. Litvin lists these five
broad goal s as:

1. achieving or numintaining econom c self-support to prevent, reduce,
or elimnate dependency;

2. achieving or maintaining self-sufficiency, including reduction or
preventi on of dependency;

3 preventing or renmedying neglect, abuse, or exploitation of children
or adults unable to protect their own interests;

4. preventing or reducing inappropriate institutional care by providing
comunity based care, hone-based care, or other forns of |ess intensive
care; and

5. securing referral or admi ssion for institutional care when other forns
of care are not appropriate, or providing services to individuals in
institutions.

The program provides funding for a wide array of services that are directly
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linked to one or nore of the goals. Exanples of these services include:

housi ng, transportation, enploynent, |egal services, child care, protective
services for children and adults, service for children and adults in foster
care, honme naintenance and nanagenent services, adult day care services, train-
ing and related services, information and referral, counseling, health support
services, etc. OF particular inportance to service providers who wish to setup
residential facilities and prograns is goal number four, which provides funding
for conmmunity-based residential alternatives and home-based serivces as |isted
in a draft of a training nodule by Litvin (1977) on Title XX and Devel opnent al
Di sabilities, hone-based services include:

1  Honmenmeker Services - General househol d managenent activities such as
nmeal preparation, child care, and routine household care. Most often
homenmaker services are provided on a tenporary basis, and when appro
priate, they include an element of teaching the client howto do it

for hinfherself.

2 Chore Services - Mdst often described as hone-nmi ntenance activities
such as repairs, yard work, shopping, house cl eaning.

3. Honme health Aide Services - Medical hone care activities provided by
nursi ng aids.

4. Hone Managenent Services - Described as formal or informal instruction
and training in child care, hone mai ntenance, neal preparation, budget
managenment, and consuner education
Al so, services can be clustered together to allow for funding for specia
service needs for designated target groups: children, aged, nentally retarded,
blind, emptionally disturbed, physically handi capped, al coholics, and drug
addi ct s.

In applying for services, there are particular rules that nust be

foll owed, such as:

1. Each service offered under a service plan nust be described as a
separate identifiable service

2. The nethod of delivery and the service's relationship to one or
nor e program goals and objectives nust be specified.
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3. Each service nmust be identified with respect to each of the cate
gories of eligible individuals to whomthe service is to be provided
and to each of the geographic areas described in the service plan.

4. Clustered Service. Every service nust be defined and described so
that it is clear exactly what activities are included in the pro
vi sion of the service. Federal financial participation (FPP) is
avail abl e for expenditures for clustered services which are defined
in terns of groups of activities only if they are broken down into
particul ar, separately identifiable services. For exanple, "services
for the emptionally disturbed child" is too broad and nust be broken
down to include a description of all the activities involved, such

as counseling, roomand board, etc.
One other very inportant area of Title XX is the eligibility requirenents
applied to nedical/renmedial or room board service expenditures. FFP is avail-

able for these services if it can be shown that they are an integral but sub-

ordinate part of a larger social service. |In other words, for each social ser-

vice the nedical/renmedial or roonfboard conponent mnmust be an essential part of
the service.

To understand this criterion, the following rules can be applied to de-
termine if nedical/renmedial or room board conponents are integral to the opera-
tion of a service. Medical/renedial conponents apply if:

1 they are necessary to achieve the objective of that service and not
merely to correct a nedical condition; and

2. the specific nedical and renmedial care are described and included in
the service of which they are an integral but subordinate part.

Room board conponents apply if:

1 it is necessary to achieve the objective of that service and not nerely
to provide food and shelter; and

2. room and board are included in the state's service plan along with a
description of the services of which it is an integral but subordinate
part.

Eligibility

Title XX is one of the few federal prograns that does not necessarily use
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i nconme mai ntenance as its sole determ nation of eligibility. There are
three categories of eligibility criteria including: |owincome, non-income
(based on need), and i ncone maintenance.

Low I ncome. Individuals or famlies are eligible for Title XX if their
income is 115% bel ow the state's median incone |evel (adjusted for famly size).
A. fee for services is charged for gross nonthly incomes above 80% of the state
medi an i ncome or 100% of the national nedian inconme (if lower). Also, incone
limtations are higher for the devel opmentally disabled than for other incone
el i gi bl e individuals.

Non- 1 ncome (need). Those individuals who require information and referra
services, child and adult protection services, and famly planning services are
eligible under the need alone category of Title XX

| ncone Mai nt enance. Those individuals who receive SSI benefits, Title Xl X

(Medi caid) benefits, or Title IV (Aid to Fam |lies of Dependent Children) are
eligible to receive Title XX benefits. Here a "fifty percent rule" applies in
that a mni mum of one-half of the federal funds (37.5 percent of the tota
mat ch- abl e program nust be spent on the recipients.

Federal matching of funds is not available for services rendered to indi-
viduals in nursing hones, internmediate care facilities, prisons, or foster care
hones if the services provided are directly fromthe facility in which the
indi-vidual lives. Oher restrictions on federal funds include the follow ng:

-Matching is not available for expenditures for the provision of services

to individuals not receiving AFDC or SSI who are members of famlies with
an incone in excess of 115% of the median income of a famly of four in
the state (adjusted to take account of famly size).

-Matching is not available for expenditures for nobst services unless cer-

tain requirements concerning fees for those services are net. |In the

case of services provided to individuals receiving AFDC or SSI or who are
menbers of families with inconmes bel ow the nedian i ncone of a
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fam ly of four in the United States, or 80% of the median inconme of a
famly of four in the state (in question), the secretary must prescribe
requi rements concerning the inmposition of fees.

-Matching is not available for nedical services except in certain circum
stances; for the purchase, construction, or mgjor nodification of buildings,
facilities, or equipnment, or for the provision of roomand board except in
certain limted circunstances.

-Matching is not avail able for expenditures in the form of goods or services
provided in kind by a private entity, and is avail able for expenditures of
donated private funds only if the funds are transferred to the state and
under its control, are donated without restrictions as to use with certain
limted exceptions, and do not revert to the donor's use unless the donor
was a non-profit organization.

-Matching is not available for expenditures of child care unless the care
nmeets certain standards.

-Matching is not available for expenditures for the general educationa
program of the state

-Matching is not available for expenditures for the provision of cash
for incone nmi ntenance purposes.

Participation in Title XX funding depends on the devel opnent of a state
adm ni strative plan and a Conprehensive Annual Services Program (CASP). The state
pl an nmust cover two areas: designation of the state agency authorized to
adm ni ster requirenents which include such duties as conducting fair hearings for
persons who have been deni ed service requests, establishing standards for services
provided to individuals in institutions or foster homes (for those states that
provi de such services), observing proper confidentiality, devel oping personnel and
merit systems standards, etc.
The Conprehensive Annual Services Program Plan (CASP) is prepared and
finalized by the agency authorized by the state adm nistrative plan. The plan
must contain the follow ng information: -programobjectives;

-services to be provided, their definition and relationship to objectives
and goal s;

-categories of individuals to be served (including incone categories);
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- geographic areas for service provision and nature and amount of services
for each area

-a description of Title XX planning, evaluation, and reporting activities;
-sources of the program funding;

-a description of organizational structure, including use of public and
private agencies and vol unteers;

-a description of Title XX coordination with and utilization of rel ated
human service prograns (i.e. Medicaid, SSI);

-estimated expenditures of services, categories served, geographic areas
and a conparison of estinmated non-federal expenditures for the planning
year and the precedi ng program year; and

-a description of steps taken to assure that needs of all residents and
geographic areas of the state were considered in plan devel opnment.

The nost inportant conponent of the planning cycle is the needs assessnent.
If a substantial need for services is denobnstrated, Title XX funding is often
established. The needs assessnment nust include data sources, those public or
private organi zations consulted, and information on how the results of the needs
assessnent were used to develop the service plan.

Title XX funds used in conjunction with those of other human service pro-
grams (particularly SSI) have opened the doors to the devel opnment of alternative
living environnents for the devel opnentally disabled. 1In many instances, Title

XX is used to pay for supplemental/supportive services.
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Chapter 111

Pl anni ng and Locating
Communi ty-Based Living Facilities

Assessing the Local Housing Market

Locating an existing facility for an alternative residential programis often a
tedi ous and frustrating job. The numerous safety regul ati ons and gui del i nes
that a facility nmust neet often linmt the selection. Al so, service providers are
faced with community pressures including hostile, neighborhood coalitions who do
not wish to see a residential programfor the nmentally retarded established in
their area. However, due to increased interest of advocacy groups and acts of

| egislation pronmoting the rights of the handicapped to live in the |east
restrictive environment, community integration is becom ng nore preval ent. When

| ooking for available and suitable facilities for residential programs for the
nmental ly retarded, service providers are often faced with a "search and find"

process. MQuire (1977) suggests the follow ng factors when searching for

avai | abl e housi ng:

1 Identify the location of a variety of single- and nulti-famly houses
or apartments for purchase or for rent that are barrier-free and which
may be used by physically handi capped persons. This inventory for handy
reference and use will lighten the search burden for those who have
limted nobility and difficulty in getting around.

2 Search out and inventory those dwellings that may be used by physically
handi capped persons if the architectural barriers can be readily re
moved. Determ ne the extent and cost for renovation; check whether
the owner will defray this cost and, if not, what other financial plan
is possible. In areas with high vacancy rates, it has been found that
owners will undertake this renovation at their own expense. In public
housi ng devel opnments, the local authority may be willing to use its
noder ni zation funds to defray this expense. Also, investigate the

possibility of obtaining housing renovation funds fromthe state rehab-
ilitation agency.

3. Locate avail able properties in the conmunity, under either public or
private ownership, that nmay be | eased or rented to individuals or to
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a group acting in behalf of certain individuals, e.g., severely han-
di capped or nmentally retarded persons or conbinations of the two groups.
Be sure that these facilities are within the paying ability of potential
occupants; are reasonably well |ocated; and are adaptable for the
i nt ended use.
An anal ysis or assessment of the |ocal housing market in a given area works
hand-in-hand with a determination of the extent of need and demand for alterna-

tive residential facilities. |In |looking at need factors, the service provider

2
shoul d be aware of the "nunbers" invol ved:

-nunbers of overcrowding in substandard housing in the area under
consi derati on.

-nunbers of persons in poorly |located or otherw se inappropriate shelter.
-nunbers of persons who are institutionalized unnecessarily.

-nunbers who are housebound.

-nunbers who pay too much for shelter in relation to their income. Fromthese

"nunbers," the service provider can deternmine a demand factor: a demand for
housi ng that satisfies each need factor. According to McGuire, an estimte of
need can be established by identifying the follow ng:

-Total nunber and | ocation of handi capped persons in the area to be served,;

-Category of disability and functional capacity of each;

- Age, sex, and marital status;

-l ncome and its sources, e.g., Social Security, SSI, etc.;

-Current living situation, i.e., in famly hones, shared dwellings, sub-
standard or i nappropriate housing, etc.; and

- Educational and occupational status.

McGuire further states that an el aborate scientific study of a specific
mar ket area is often not necessary for establishing a demand for residential fa-
cilities, particularly if there are only a small nunber of units under consider
ation. However, if it is felt that an el aborate study should be made as nmndat

by nmunicipal officials or funding sources, then a total nunmber of handi capped
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i ndi vidual s and their location in a catchnment area can be found fromthe follow ng

sour ces:

-Local chapters of national organizations interested in one or another type of
handi caps, such as the National Easter Seals Society, United Cerebral Palsy
Associ ation, Goodwill Industries, the Association for Retarded Citizens, etc:

-\Wel fare or other agencies providing inconme for the handi capped, including
the Social Security Administration office;

-Vocational rehabilitation agencies that provide training and ot her services
or nmi ntenance costs;

-Hi gh schools, colleges, and universities, whether or not they specifically
acconmodat e the handi capped

-The local array of nmedical institutions, nursing hones, etc.
particularly, rehabilitation hospitals;

, and npbst

-Trai ning and enpl oynent centers and wor kshops, many of which nmay have lists
i denti fyi ng handi capped persons who are honmebound,;

-Industries and busi nesses known to enpl oy handi capped persons, as well as
the | ocal enploynent agencies;

-Mental health and nental retardation centers, physical therapy centers; -
County nedi cal society;

-City planning departnment and ot her agencies or groups that conduct popul ation
surveys; and

-Local insurance conpani es and worker's conpensation offices.

If the service provider finds that a conparison to national need will help
dramati ze the urgency of local need, the provider can tap such sources as the U S.
Census Bureau, the Social Security Administration, the Veterans Adnministration,
the National Center for Health Services (to indicate disability classifications),
the Departnent of Health and Human Services, President's Conmittee on Menta
Retardation, and the President's Committee on Enpl oynent of the Handi capped.
Avai |l abl e Funds for Residential Facilities

The 1930's ushered in a wave of housing prograns that greatly influenced

nmetropolitan growh and soci al and econom ¢ opportunity throughout the United
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States. Many of these early programs still have an influence on housing credit
markets and the housing industry as a whole. Programs such as the Federal Housing
Adm ni stration (FHA), the Federal Savings and Loan Insurance Corporation and the
Federal National Mortgage Association (FHMA) hel ped |ow and moderate income

fam lies finance the purchase of new or existing homes by offering mortgage in-
surance, |ow down payments, and long termamortized mortgage |oans. The FHA was
instrumental in standardizing the provisions within mortgage policies creating a
national credit market.

Inflation has caused a major shift in the direction the housing industry has
taken in recent years. Since 1970, housing prices have skyrocketed along with
| abor and construction costs. The median sales price for a home today is
estimated at over $78,000. Current interest rates on the purchase of an FHA
insured |oan are 15% plus 1/2% for mortgage insurance. Though this figure fluct -
uates fromyear to year, 15 1/2%is comparatively |ow considering that interest
rates in April, 1980, were as high as 18%

Government subsidy programs emerged in direct response to the reduction of
private capital costs for the production of new or remodel ed housing units. A
majority of the subsidy programs were targeted toward those individuals or fam
ilies, the elderly, and the handicapped. Because of our current state of eco
nom c pressure, drastic budget cuts are being made at the federal level in an
attempt to reduce the high interest rates and stimulate growth in the private
housing sector.

Housi ng Assistance Programs for the Handicapped

The Department of Housing and Urban Devel opment (HUD) provides the most
comprehensive housing assistance for the handicapped. These programs can be used
by advocacy groups or through direct sponsorship to ensure residentia

alternatives
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for those in need of such assistance. Anobng the npost preval ent of the HUD assi s-
tance progranms are Section 8 and Section 202. Low |nconme Public Housing, another
HUD program is a noderate income assistance programthat can be used for in-
dependent 1iving.

Housi ng | oans can be obtai ned through another, but nore restricted source,
the Farmers' Home Administration (FnHA). Loans under FrmHA progranms provide
housing in rural areas. The nost preval ent of these loans is Section 515 which
can be used specifically for congregate housing and group hones. Sections 502
and 504 are nore limted in scope and only available in specified areas. Section

8: Housi ng Assi stance Paynent Program

Under Section 8, rent subsidy is used for operating expenses and nortgage
paynments. Paynents are nade directly to the owners of rental units. Tenants are
required to pay up to 30% of their adjusted income as HUD picks up the renninder
the approved rental anmpunt. For exanple, the handi capped person who earns an
annual income of $4,000, could rent a HUD approved, one-bedroom el evator apartnent
for $153.00. Eligibility for Section 8 assistance is dropped when the total famly
contribution equals the total housing expense of the occupied unit.

Fair Market Rents (FMR s) are currently applied to contract rents in deter-
mning rents and utilities conparable to a given narket area. FMR s are determ ned
by unit size, unit type, and occupant type (i.e., the elderly, handicapped).
General ly, contract rents cannot exceed Fair Mrket Rents unless the costs for
rehabilitation are Il ess than 25% of the estimated property value. FMR s are

publ i shed annually in the Federal Register.

There is a nove underway to abolish the FMR fornmula. Should this happen, HUD

pl ans to substitute housing vouchers as the new financial nechanism Assistance

will be based on the difference between each market rent paynent (40% of the

distribution of rents in a given area) and a fixed percentage of famly
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income (30% for all new tenants). According to HUD, the vouchers will give
ants nore power in determ ning how much of their income will be spent on
how nmore responsibility in rent paynent, and nore freedomin choosing

suitable ing for their individual needs. Advantages of Section 8

1. Section 8 is flexible in that it covers existing housing, nemy cc
structed or substantially rehabilitated housing, or conmbines with state
houses
agency prograns. There are currently six types of Section 8 renta
assi st ance
programns:

New Construction - supports the operation of a project once it has be€

bui I t;

Substantial Rehabilitation - subsidizes renovation;

Exi sting Housing - provides subsidies to eligible tenants already

occurrence

privately owned housing, who can retain their
eligi-bility and nove el sewhere;

State Agency - provides funds for state-operated housing where any
ot her programis not avail abl e;

Farmers' Hone Administration - funds rural housing usually through the
Construction program and;

Loan Managenent Set- Aside - makes additional paynments for operationa

of housing units rather than paynments to 1
2. An individual's annual income need not exceed 80% of the nediumin
for the area to be eligible under Section 8 assistance.
3. Section 8 guarantees the availability of program operational funds
a source of incone for nortgage paynents up to 20 years. |If additiona
state
financing is used, the tine period is extended to 40 years.

Section 202: Housing for the Handi capped and El derly

Under Section 202, nonprofit organizations are provided direct |oans v

cover 100% of the costs of constructing or rehabilitating rental housing



for the handi capped or elderly. Typical organizations who have applied in
the for Section 202 assistance include religious and fraternal groups,
civic c]
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soci al service organi zations, unions, senior citizen groups, and associ ations
for the handi capped. Before |oans are guaranteed, the sponsors nust subnmt a
pl an that details those services and facilities available to the tenants (i.e.
heal th, continuing education, welfare, information services, recreation, hone-
maki ng, counseling, referral services, transportation).

The maj or difference between Section 8 and Section 202 is that Section 202
funds can only be used for construction purposes. Section 8 provides the renta
assi stance whi ch subsidized a tenant's rent. Section 202 not only provides the
| argest source of support for HUD projects, but also delineates which prograns
assi st the physically handi capped and whi ch assi st the devel opmental | y di sabl ed.
Current regulations require all Section 202 projects to provide provisions for
the physically disabled rather than just for the people with devel opnental disa-

bilities. Advantages of Section 202

1. Section 202 guarantees direct, 40-year federal nortgage |oans which
cover up to 100% of the total costs for constructing or rehabilitating housing
projects for the handi capped, devel opnentally disabled, or elderly. Section 202
al so applies to congregate housing.

2 Section 202 can be used in conjunction with other housing assistance
programs to provide the maxi mum anount of aid in establishing residential alter
natives for the handi capped, devel oprnentally disabled, or elderly.

3 Section 202 requires a conprehensive plan that details services and
facilities available to tenants.

4. Section 202 enhances opportunities for normal conmunity living by re
quiring sponsors to |ocate group honmes or apartnent conplexes in residential
nei ghbor hoods and not close to other specialized facilities such as workshops

or hal f-way houses. Also, group homes may not serve nore than 12 persons, nor
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may there be nore than one facility per site.

Eligibility for Section 8 and Section 202

HUD Section 8 eligibility requirenents include one of the follow ng:

-a famly;

-individual s at |east 62 years of age;
- di sabl ed or handi capped; -displaced

i ndi vi dual s;

HUD Section 202 eligibility requirements include one of the follow ng:

-two or nore elderly or handi capped persons |iving together;

-one or nore elderly or handi capped persons living with another person
determined to be essential to their care; -a surviving menber or

menbers of any eligible famly, if the famly

were living in the housing unit at the tine of the deceased famly
menber' s deat h;

-a single person who is at |least 62 years of age;

-low to noderate income handi capped single adults under the age of 62; or
-the chronically nentally ill.

For the handicapped to need HUD eligibility requirements as a famly, the

foll owi ng conditions apply:

1

2.

3

His or her inpairnent is expected to be of a |ong-continued and i ndef
inite duration.

The inpairment substantially inpedes his or her ability to live inde-
pendent|y.

His or her impairment is of such a nature that this ability could be
i mproved by nore suitable housing conditions.

Furthermore, as published in the Federal Register (1978), a handi capped per-

son is designated as:

...handi capped if he or she is devel opnental ly
disabled, i.e., if he or she has a disability
attributable to mental retardation, cerebral

pal sy, epilepsy, or another neurol ogical con-
dition found...to be closely related to nental
retardation or to require treatment simlar to
that required for nmentally retarded individuals,
whi ch disability originates before such an in-

di vidual attains age eighteen, which constitutes a
substantial handicap to such an individual
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How to Apply for Section 8 and Section 202

As of March 1978, application requirenments for both Section 8 and Section
202 have been consolidated. Therefore, rental assistance applied for under
Section 202 is considered applicable to receive Section 8 assistance as well.
Under Section 202, HUD has opened conpetitive applications for group homes spon-
soring up to 50 residents as well as independent |iving centers sponsoring no
more than 20 residents. Applicants nust show evidence of financial ability and
invest 1/2 of 1% of a Section 202 loan or a mnimm of $10,000. It is extrenely
i nportant that information contained in each application is accurate and tech-
nically correct.

Area HUD of fices publish an Announcenent of Fund Availability and Invitations

for Applications for Section 202 in |ocal newspapers servicing an allocation

area. Publication occurs once a week for two weeks in March and/or April. The
local minority nmedia, organizations involved in housing and community devel -
oprment, and social interest groups are also notified for application procedures.
June 15 has been officially designated as the deadline for filing applications
for housing assistance. Area HUD offices al so conduct workshops two to three
mont hs in advance of this deadline. At the workshops, all questions are answered
as programinformation is dissenm nated and regul ati ons and instructi ons governi ng
the prograns are discussed in detail. Here, interested parties nay pick up ap-

plications to neet the June 15 deadline. Future Trends in Funding

According to a 1982 federal report, HUD has identified several serious
defects in their prograns including:

1 Long-term subsidy conmitnents which result in uncontroll abl e budget
out | ays;

2 Caps on tenant rent contributions resulting in unanticipated cost in
creases borne solely by the federal governnent;

3 Subsidies tied to specific rental units;
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4. Per unit subsidy costs which are too high

A maj or change in funding will occur with a proposed term nation of al
Section 8 New Construction projects. Because new units currently cost $4,000
per unit to construct, HUD plans to cut back 145,000 of the 400,000 units cur-
rently under construction and eventually shift New Construction funds to funds
used for the nodernization of existing units. Recent |egislation has raised the
limt for group hones to serve up to 15 persons per site as opposed to the

original limt of 12. Low Income Public Housing

Under Low Incone Public Housing, the department of Housing and Urban Devel op-
ment provides technical assistance and |oans to public housing authorities (PHA's
Wth such loans, the PHA's plan, develop or purchase, operate, and provide ser-
vices for rental housing for low incone famlies. Five percent of all housing
units available in a given allocation area for non-elderly famlies are to be
desi gnated and accessible to the physically handi capped under this program Rent
i's subsidized by HUD and requires tenants to pay up to 25% of their adjusted in-
Ccone .

The | oan noney fromHUD is used to pay off bonds and notes - noney raised
by PHA's for the acquisition of building of hones and the maintenance of

operating expenses. The follow ng three nethods are the nost frequently used

in acquirihg ‘hones: 10

1 Acquisition. The PHA buys existing housing fromthe private market.

2. Turnkey. The PHA solicits bids fromprivate devel opers to plan and
construct housing which the PHA wi Il purchase upon conpl etion.

3. Conventional. The PHA acts as its own devel oper by purchasing a site,

drawing up plans, and then soliciting bids fromprivate
firms to construct the housing.

Eligibility for Low Income Public Housing assistance includes |ow incone
famlies, individuals over 62 years of age, the handi capped, the displaced, or

the remaining nember of a tenant famly. Local PHA's set the standards for
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eligibility requirenments and applications can be nade through these offices or
through the state housing authority.

The di sabled are included under eligibility requirenents even though they
are not directly indicated as such. Because PHA s receive federal nonies they
are required under Section 504 of the Rehabilitation Act of 1973 to open their

prograns to the disabled. FnHA Section 502

Under Section 502, |owto-noderate incone famlies, the elderly, and the
handi capped can apply for loans to finance the construction, purchase, or repair
of homes. To be eligible for assistance, fanilies nust reside in rural areas or
towns that lie outside of major nmetropolitan areas and have popul ati ons bet ween
10, 000 and 20, 000. Veterans or deceased veterans' famlies are given pre-
ferential treatment when applying for Section 502 assistance.

The | oan noney is flexible in that it can be used for a variety of needs,

such as:

-to buy, build, inprove, repair or rehabilitate rural homes; -
to provi de adequate water and waste di sposal systenms; -to
nmoder ni ze homes by addi ng bat hroons, central heating, nodern

ki tchens and other inprovenents; and -to nmake hones accessible
to the handi capped.

Section 502 | oans cover 100% of the apprai sed property val ue as established

by FnHA. Sponsors or eligible famlies are given a maxi num of 33 years to repay
the |l oans. Application for such |oans can be made through the county office of

FnHA where the housing is currently located or is to be constructed at a future

tine. FHA Section 504

Section 504 assistance is available to I ow inconme rural homeowners who
occupy dwellings on farms or non-rural farmtracts. These |loans or grants are

used only for essential housing repairs and inprovenents. Construction is not
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covered under Section 504, nor is home inprovenent for appearances only. Elderly
applicants are awarded conbi nations of |oans or grants for the total cost of
repairs. However, their incone nmust be | ow enough so that only a portion of the
anount can be repaid at any given tine in order to qualify for assistance. Under
section 504, hones cannot be sold for a period of 3 years.

As with Section 502, application for Section 504 is nmade through the county
office of FmHA where the housing is located. The famly nust submit information
for review on the condition of their hone to the FnHA county supervisor. The
county supervisor then visits the dwelling, assesses the need for assistance,
and nmakes a decision within 30 to 60 days. The naxi num anpunt guar anteed under
Section 504 is $5, 000.

Section 504 covers the following repairs and/or inprovenents: roof repairs;
installations of storm w ndows, insulation, and heating systens; structural sup-
port repairs; room additions; and sanitary water and waste di sposal installa-
tions. The handi capped can use this programto nake their hones nore accessible

as well. FnHA Section 515

Section 515 assistance is nore conprehensive in that handi capped recipients
are specifically included under eligibility requirenments. Low-to-npderate
income families and the elderly are also provided with funds without regard to
i ncone.

New regul ati ons stipulate that congregate housing (i.e., group hones) is
i ncluded for funding considerati ons under Section 515. For additional sub-
sidies, Section 8 can be used in conjunction with Section 515, particularly for

those fanm |lies who cannot afford FnHA subsidized rent fromtheir own incone.
12
Section 515 | oans can be used to:

-buy and inprove | and on which buildings are to be | ocated,;
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-provide streets, water, and waste di sposal systens;

-supply appropriate recreation and service facilities and equi pnent;

-install laundry facilities and equi prment;

-devel op sites, including |andscaping foundation planting, and
construction of wal ks; and

-build, purchase, or repair apartments or simlar multifamly dwell -
ings in comunities with populations of not nore than 10, 000
and...up to 20,000 people.

Eligibility requirements are also extended to individuals, private nonprofit
organi zations, public agencies, and consunmer cooperatives. Zoning for Alternative
Living Facilities

Zoning is an inportant aspect of planning for the successful establishnent
of alternative residential facilities. Land use regulation is an area of great
concern involving a wide range of |laws that dictate usage of private property.
For exanple, land use regulations may entail such nmeasures as environmental con-
trols, devel opnent and subdivision requirenents, health and safety codes, sewage
di sposal requirenents, and | andl ord-tenant | aws which include an enornous barrage
of regul ations governing the private and public use of |and.

Zoning is one area that falls under the domain of public regulations.

Anot her cl osely paralleled mechani smused for the regulation of public land is
conpr ehensi ve |l and use planning. Zoning is often viewed as the "blueprint" of
t he conprehensive or devel opnent plan. Zoning ordi nances are the prevailing
|l aws that govern |l and usage by private owners. The conprehensive plan is con-
sidered a general guide for the orderly growh of future devel opments. A report
fromthe Illinois Association for Retarded Citizens (1980) defines zoning as:

...the process of dividing up a given community

into various districts or "zones," and ascribing

a certain classifying synbol to each district

(such as R, R3, 12, C5, etc.). These synbols

represent the statutorily defined types of

activities which may be carried on in a district

so designated...R through R3 may refer to

"single famly detached famly dwellings," while

Cl through C5 may describe certain "comercial"

enterprises which may be conducted in zones so
desi gnat ed
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Land use regul ati ons have caused substantial problens for service providers
who wi sh to set up group homes in restricted zones. The follow ng discussion
will focus on restraints used in the past by plaintiffs and possi bl e defenses
that can be used by service providers in case action is brought against them by
nei ghbor hood associ ati ons.

The two npst widely used restraints on the devel opnent of conmunity-based

residential prograns are restrictive covenants and nui sance | awsuits.

Restrictive Covenants

Restrictive covenants are prom ses made by parties governing how a property
may be used. The two distinct types of covenants are personal covenants and
real covenants (i.e. "run with the land"). Transactions affecting personal
covenants are between the current parties involved with the property in question
Shoul d the property change hands, the third owner is not subject to those con-
ditions set in the original transaction. Real covenants are nore permanent in
t hat subsequent owners are in fact subject to the rights and obligations ori -

ginally agreed to prior to ownership

Plaintiffs are on unsteady ground when they attenpt to use restrictive
covenants as their defense. Only those parties considered | egal owners can

enforce the terns governing the use of the property. However, litigation does

S . 14
occur as restrictive covenants take one or nmore of the follow ng fornmns:

(a) restrictions in deeds, subdivision plots, or honeowner
associ ation by-laws which limt the use of property to
"fam |y residential use,” or sinply "residential use," and
t hereby barring by inplication uses of property which could
be termed "comercial" or institutional"

(b) covenants which require only "single famlies" occupy
the residence; a single famly is usually defined nar
rowmy in terns of blood relatives;

(c) restrictions which bar ownership of the subject property by
charitabl e organi zati ons or agencies, regardless of the
exact nature of the programto be operated, or the clientele
to be served.
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Def enses

Servi ce providers have three defenses in cases involving restrictive cove-
nants. Because nost cases of restrictive covenants involve the private use of
land, the followi ng defenses will target that particular area

1 Only the legal owners of the property in question can sue on grounds
of restrictive covenants.

2 Rule of free alienation. A long established principle of Anglo-Aner

i can |l egal thought is that a basic and fundanental right of each individual is
the right to freely acquire, hold, and dispose of property in accordance with
the owner's private wi shes. A subsidiary principle is that, while a person is
legally in possession of property, that person has the right to use that rea
estate as he or she desires. Service providers using this particul ar defense
will find that courts usually favor the less restrictive use of |and.

3. Ceneral property law principle. A court shall not enforce a private

restrictive covenant if the enforcenment thereof would inpinge...on inportant
public policy of state, or run contrary to a right or privilege granted by either
the federal or state constitution or statues (See Garza v. Chicago Health C ubs,
Inc., 329 F. Supp. 939; Barrows v. Jackson, 346 U.S. 249; or Shelly v. Kraener,

334 U.S. 1). The two latter cases deal directly with restrictive covenants based
on racial discrimnation. In these cases, non-Caucasi ans were barred from use of
private property and the courts ruled that the defendants' Fourteenth Arendrent
rights were in violation.

In Bellernmine Hlls Association v. Residential Systems (1979) an association

of homeowners brought action agai nst a conpany (Residential Systens) who | ocated
and | eased residential property for the establishnment of foster care facilities
for nentally retarded children. The hormeowners sued t he conpany on the grounds

of private covenant for establishing a foster care facility in their
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subdi vi si on, which they contend was zoned for single famlies.

The foster care facility was set up for six nmentally retarded children who
received direct treatnent and care. Thus, the plaintiffs stated that the
children and the foster care parents did not constitute a famly, and were,
therefore, in violation of the restrictive covenant doctrine which limted the
type of structures in the particular subdivision to single-famly residences. In
this particular case, the lower court reversed an earlier decision and ruled in

favor of the service providers. Nuisance Lawsuits

The nui sance doctrine has direct bearing on neighboring | andowners. It
states that no one can use one's property in any fashion that m ght cause injury
to another person or property in the same |ocale. Applying this rule to par-
ticular cases is often vague and, at tinmes, flexible. In many cases, the court's
deci sion is based on an assessnent of the | andowner's use of the property as to
how much harm the owner's nei ghbors actually incur. |If the plaintiff feels that
anot her person's property is hindering his own right to enjoy or use one's own
private property, the plaintiff can sue on grounds of harm

In cases involving the establishment of group homes in particular resi-
dential areas, the plaintiff nust prove either substantial harm or the threat
of substantial harm Harmis very difficult to prove and nmere conjectural harm
is unacceptable in nost cases.

The Restatenent of Torts (1939) provides a discussion of determ ning the

"gravity of harnml froman intentional point of view:18

In determning the gravity of harmfroman intentional invasion of
another's interest in the use and enjoynment of |and, the
followi ng factors are to be considered:

(a) the extent of the harminvol ved;
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(b) the character of the harminvol ved;

(c) the social value which the |aw attaches to the
type of use or enjoynent invaded;

(d the suitability of the particular use or enjoy
nment invaded to the character of the locality; and

(e) the burden on the person harnmed of avoiding the
har m

In cases involving substantial harm one factor plaintiffs often attest to
is declining property value. Another factor, though nore subtle, is comunity

prejudice toward the characteristics of residents who are handi capped. Most
courts will rule in favor of group hones if the service provider can prove:1

(1) that there is no real harm being done to neighbors by the residential
program and

(2) there is a high social value attached to the performance of these
activities (programs).

As far as zoning restrictions are concerned, plaintiffs often use severa
tactics to bar the establishment of group homes in their particular neighborhoods.
There are no specific classifications of property use for group homes. At best,
most group homes are classified (for zoning purposes) under general categories
such as nursing homes, homes for the aged, etc. Plaintiffs will often use this

factor to their advantage. The Illinois Association for Retarded Citizens lists

several tactics of which service providers should be aware: 20

(1) the most desirable areas of many comunities for residentia
living (and thus for the devel opment of small group homes) are
often restrictively zoned, making "single famly dwellings" the
sole permtted use in these portions of the commnity. |In another
section of the zoning ordinance, the termfamly is very narrowy
defined to include only "biological famlies;" since the
inhabitants of a group home are seldomrelated to each other, they
do not qualify as a biological famly, and thus are not permtted
to live together in "single famly" residence districts;

(2 some zoning codes specifically bar group homes entirely, or at
| east partially, fromthe most desirable neighborhoods.

(3 most zoning laws do not specifically provide for uses of
property for group homes; when not specifically addressed
in an ordinance, such group homes may be viewed by muni
cipal officials as fitting into |arger categories of uses
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are restricted to | ess desirable areas of the comunity,

and are rarely permtted in single-famly resident districts.

As nentioned earlier, the conprehensive plan is a futuristic docunent of
| and usage. The plan can serve as an outline for zoning code amendnents and
shoul d be used to the service provider's advantage. Also nentioned previously is
the fact that there is no specific category for small group hones with existing
or devel opnmental zoning plans. However, service providers work directly with
zoning authorities to revise conprehensive plans or seek amendnments to existing
pl ans in favor of group honme establishnents.

At this point, the reader should obtain a general know edge of the terns

used to classify zoning codes. The following definitions are fromthe City of

. Lubbock, Texas zoni ng ordi nances
(1975). However, these terns are fl exi +e g

when applied to other areas.
Use: The purpose for which land or building is arranged, designed, or intended,
or for which either land or building is or may be occupied or maintained. For
exampl e, a parcel of |land can be used for industrial plants, commercial activi-
ties, residential purposes, etc.

Under the use category, the zoning code will include a "pernitted use" clas-
sification. For instance, a permtted use of a "single-famly" detached dwel-

ling falls under a single-famly district. Such a dwelling is occupied and used
22

by a group of people who constitute a "famly." Ot her exanples of permtted
uses under a single-famly district may include public parks, honme beauty shops,
day nurseries, etc. Pernmitted uses will vary fromconmunity to conmunity. The
service provider could establish a group home under such a classification
dependi ng on the intended purposes and general provision of each zoned district.
Non- conform ng use: A use which lawfully occupied a building or Iand at the
time (an) ordinance became effective and which does not conformwi th the use

regul ations of the district in which it is |ocated.
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Such classification is not included under the permitted uses of a particular
district. A large apartnent house, for instance, is categorized as a non-
conformng use in a residential district because nbst apartnment conpl exes often
accomodat e coi n-operated vendi ng machi nes, |laundry services, pay tel ephones, etc.
- all maintained for comercial use. Thus, a group hone set up in a single-fanily
residential district could possibly fall under the classification of "non-
conformng use in a non-conformng building.” A non-conformng building is a
structure or building or portion thereof lawfully existing...which was desi gnhed,
erected, or structurally altered for a use that does not conformto the

use regul ations of the district in which it is |ocated

23

Variance: A variance is a special pernmt to violate the |aw. Certain non-
conform ng structures and uses may not totally conply with a particular zoning
ordi nance, yet they fit the intended purposes of the zoned district. |If such

a situation arises, nunicipal authorities will grant a variance and will not seek
24

to enforce the exact requirements of the zoning code in the particular instance.
However, the service provider nust keep in mind that a non-confornming use is
considered a tol erated exception; whereas, a planned variance nust be approved by
the appropriate legal authority. As a general rule, the holder of a variance can
freely make alterations and additions, suspend operations, or do anything else, so

long as he or she stays within the scope of the variance granted,

25
i ncl udi ng any conditions which may have been attached by a board of appeals.
In cases involving variances, nost boards of adjustnent will hold to the

fol low ng rul es:®

1 There nmust be a showi ng of hardship based upon unusual conditions
in the size, shape, topography, or orientation of the property.

2 The unusual conditions nust be peculiar to the property in question
or to not nmore that a few properties in the zoning district.



3. The hardship alleged nmust be on the property itself. Personal
har dshi ps caused by other factors are not to be considered.

4. The hardshi p must not have been self-created by the present owner
or by any previous owner subsequent to the effective date of the
zoni ng regul ations in question

5. It nmust be clear that a literal application of the regulation would
deprive the owner of a reasonable use of the property.

6. The relief granted should be only what is sufficient to pernit a
reasonabl e use.

7. The relief granted should not cause substantial detrinent to nearby
property or to the public good.

8. Under no circunstances should a variance be granted for a use or

structure not otherwi se permitted in the zoning district in which

the property lies.
Speci al Use; A special use is an exceptional use, which by itself is not per
nmtted under the principle use category, but is granted perm ssion by a municipa
official or agency. Mbst special use cases involve public hearings (as do var
i ances) where applicants and resistant nei ghbors can present their evidence
pertaining to the special use of group hones. Decisions are based on the fo

lowing criteria: >

1. There is an inportant public necessity for the special use which the
applicant proposes.

2. The proposed special use will not be detrinmental to the public health,
wel fare and safety of the conmmunity.

3. The proposed use will not cause harmto those |iving near-by, nor cause a
substantial di m nuation of nei ghboring property val ues.

4. The special use will not seriously alter the essential character
of the area in which it is to be | ocated.

5. No other suitable site is reasonable or practically available for the
proposed speci al use.

6. Necessary services (sewage, drainage, water, etc.) are already avai
able for the special use.

Service providers nust be aware of the fact that in special use cases npst

deni al s of applications are direct results of substantial opposition from
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nei ghbors, usually due to conmunity prejudice toward the nentally retarded.

Excl usi onary Zoning: Traditionally, exclusionary zoning has nmeant the discri-

m nati on of poor people or racial mnorities by the use of zoning ordi nances.

According to Hinds (1979), exclusionary zoning helps to polarize society,
28

strengt hening the separation between the affluent and the deprived. It is
extrenely inportant for the service provider to be aware of this tactic as it has
been used in recent times to keep alternative living facilities out of re-
strictive zoned areas. According to Crawford (1979), the U S. Suprenme Court has
held in many cases, that a zoning ordinance does not violate the U S. Con-
stitution nmerely because it operates to keep minorities and | ow i ncone groups

out, and that to invalidate an ordi nance on such grounds it nust also be shown
29

that there was a deliberate exclusionary intention
Publ i ¢ Heari ngs

The processes involved in public hearings may strongly influence the place-
ment of residential facilities in neighborhoods where there is substantial resis-
tance. The service provider nust have an array of facts and argunents to pronote
his side of the issue before he enters a public hearing. Hinds lists severa
rules to keep in mnd:

1 Select the right property that neets your needs..

2 Consider alternative sites to buy if it is inmpossible or not
feasible to rezone the first choice.

3 Study the zoning restrictions before signing a binding contract.

4 |f the property nust be purchased, mnimze risks by making sure that
the property can be put to sone other use or sold...if rezoning is not
won.

5 Study the | ocal procedures for rezoning in the ordinance. Ask the
clerk or other appropriate know edgeabl e person as to procedures and
|l ocal customs that may not be written down. Consider the possibility
of hiring a local attorney who is expert on these matters.

6. Consult |ocal planners and zoning officials to determ ne possible
probl ens in seeking a zoning change



7. Consider if it is possible to acconplish the devel opnment objective
(listed as the purpose for zoning uses in nost ordi nances) without
seeking a rezoning (as, for exanple, a nodification of the proposed
project to conply with a liberal interpretation of the rules by the
zoni ng adnmi ni strator).

8. Talk to neighbors and nei ghborhood civic organi zations to determ ne
support of, or opposition to, the proposal. It may be possible to
achi eve sonme conpronise in advance of a hearing.

9. Estimate the odds of winning a rezoning at the public hearing on the
basis of input fromthe planners and nei ghbors with whomthe proposa
has been di scussed.

10. Prepare a well-researched and locally supported presentation for the
hearing. Coordinate the presentation with appropriate experts who
have been hired. Make sure that all exhibits are clear and that
equi pnent used to nake the presentation has been tested in advance of
t he heari ng.

Service providers should keep in mnd that a coalition of resistant neigh
bors will often protest the establishnment of residential progranms in their district
because they wish to preserve the essential characteristics of their neighbor
hood. All efforts should be made to keep these characteristics intact. However,
concerned nei ghbors nay raise the foll owi ng pertinent questions:

1. Wuld property val ues decline?

2 WIIl there be a highly transient group noving in and out?

3 WII the nunber of people or traffic density increase?

4 WIIl my property or ny children be safe from harnf?

If the service provider cannot avoid a hearing, he should have a good working

know edge of the oppositions' facts and arguments. According to Crawford

(1979), the opposition will often stretch the facts in their favor. |If this is

he case, the service provider should try to find out what defense the opposition
32

is planning to use. Here, the strategy is to neet the opposition with con-
vincing proof. For exanple, if a neighborhood coalition testifies that the es-
tabli shnent of a group home in their district would | ower property val ues, the

service provider could reveal proof that other successful residential progranms
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in simlar districts have not substantially | owered property val ues. Such
proof may take the form of study results, photographs of homes with attractive
grounds, etc. In nost cases, the burden of proof is on the applicant filing

for a variance or appeal. Land Use Regul ati ons

According to Breslin et al. (1980), neighborhood opposition is powerful for
two reasons: (1) because zoning officers and county or municipal officials are
either elected directly or appointed by elected officials, and therefore, highly
responsive to the public; and (2) because whatever the issue, a few negative
forces tend to be nore vocal and persistent than neutral or positive forces. The
two nost preval ent ordi nances that service providers nust deal with in public
hearings are single fanmly dwelling ordi nances and excl usi onary zoni ng ordi nances.
These types of ordi nances nost often ban the devel opment of group hone facilities

and, as a result, require public hearings before local zoning boards. Public Hearing

Process

The steps involved in the hearing process vary fromstate to state. How
ever, a general description of these steps should aid the service provider in

under st andi ng the procedures. The following is generally based on exanpl es of

procedures contained in the City of Lubbock's zoning ordinance.34

Assunption: A service provider has applied for a variance in order to
use an existing building in a residential district as a
group home for 8 nmentally retarded adults.

Step |I: The service provider goes before the Zoning Board of Adjustnent
for a variance

1 The Board receives applications for variances, as well as specia
exception (use) pernmits and/or appeals.

2 The Secretary of the Board of Adjustnent sets up a public hearing

a. The applicant (service provider) is required to pay a fee
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(in this case $75.00) to cover costs for advertising, pub-
l'ishing, and nmiling notices.

b. Notice of the public hearing is sent to the applicant, those
af fected by the change, and owners of property lying within
200 ft. of the property in question. These notices are sent
10 days prior to the date set for the hearing. The |loca
newspaper(s) is infornmed 15 days prior to the hearing date.

c. The service provider and the opposition present their facts
and argunments at the hearing.

3. A special exception is granted if the Board finds:

a. That the granting of such exception will not be injurious or
otherwi se detrinmental to the public health, safety, norals, and
the general welfare of the general public, and;

b. That the granting of such variance will not be detrinmental to
the public welfare or substantially or permanently injurious
to the property or inprovenents in (the) zone or nei ghborhood
in which the property is |ocated, and;

c. That the granting of (the) variance is necessary for the
reasonabl e use of the land or building and that the variance
as granted by the Board is the mnimum variance that wll
acconplish this purpose, and;

d. That the literal enforcenent and strict application of the
provi sions of (the) ordinance will be preserved and substanti al
justice done.

e. Again, the Board will consider the character and use of the
bui I di ngs in the neighborhood in question, as well as the
nunber of residents living or working in the building and
the traffic conditions in the vicinity.

Appeal from the Zoni ng Board of Adjustment

Assunption: The Board votes unfavorably for the variance and the service
provi der decides to appeal the decision.

Step Il: The service provider presents a petition to a higher court of |aw that
specifies the illegality of the Board of Adjustment's decision. The
petition nust be presented no nore than 10 days after the hearing.

1. The court directs the Board of Adjustnment to return the
original record of the case for review

2. The court may either reverse, affirmor nodify the decision
brought up for review. |If the court affirns the Board's
deci sion then the service provider could request an anendnent
to the text of the ordinance or a change in zoning.
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Changes and Anendnents

Assunption: The service provider decides to request either an anendnent
or a change in zoning.
Step I'lIl: The service provider subnts his proposed changes to the Planning

and Zoni ng Conmi ssi on.

1

The Pl anning and Zoni ng Conmm ssion holds a public hearing on
all proposed changes. |In this case, the service provider

wi shes to establish a group home in a single fam |y neigh
borhood. He wants to change the zoning code in an attenpt to
bl ock discrimnation efforts to prohibit or restrict the
devel opnent of group honmes in the nost desirable areas (in
this case, single-famly detached dwellings).

After hearing both sides of the issue, the Planning and
Zoni ng Comm ssion can either:

a. Recomend agai nst the change in zoning.

b. Recommend the change in zoning.

c. Recommend a change in zoning together w th reconrendati ons
for requirenents for the paving of streets, alleys, and
si dewal ks, neans of ingress and egress to the public streets,
provi sions for drainage, parking spaces and street |ayouts
and protective screening and open spaces and any other require-
ments, which within the judgenent of the Planning and Zoning
Commi ssion will protect adjacent property and secure sub-
stantially the purpose and objectives of the zoning ordi nance.

d. The Pl anning and Zoni ng Commi ssion's reconmendati ons are sent
to the City Council and the applicant is notified of the action

Procedures Before Gty Council

Assunption: The Pl anning and Zoni ng Comm ssi on recomrends agai nst a change in
t he code.

Step 1V: The service provider appeals the decision to the City Council. His
appeal must be made no nore than 30 days after the Comm ssion's
deci si on.

1. Before the City Council takes action on the Planning and Zoni ng
Commi ssion's recommendations, a public hearing is schedul ed
and all involved parties are notified.

2. A change in zoning nust carry 3/4 of the Council's votes

in order to beconme effective. |In this case, the Council has the
final power to accept, reject or make other or additiona
requi renents before an amendnent becomes effective. |In many

states, if the anendnent or change is rejected, the service
provi der has the option of appealing to higher courts of |aw
(i.e., district courts).
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Graphically, the procedures woul d appear as foll ows:

Service Provider I n Lubbock

? . the Building Inspector
applies for a permit

i ssues permts. However, the Ad-
m ni strator of the Zoning and Envi -
ronnmental Control Departnent nust
review all plans before a pernmt

i s issued.

The Zoning Administrator

3 The titles and responsibilities of
raises questions

zoni ng adm nistrators vary from
state to state. GCenerally, the
adm nistrator's main function is
to interpret an ordi nance when
questions are raised (i.e., as to
the establishment of a group hone
in arestrictively zoned area).

Service Provider meets
with the Zoning Administrater

The Zoning Administrator
danies the permit

Service Provider appeals
to the Beard of Adjustment

Neighbors are notified of
the date, time, and place of
a public hearing

Board of Adjustment holds a
public meeting and votes on the
Service Provider's appeal

If the wote is unfavorahle, the
Service Provider appeals to
the Planning and Zoning Commission

The Planning and Zoning Commission
makes recommendations and sends
them to the City Council

The City Council holds a public
hearing and wotes on the final
recommandations
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Strategies for Overcom ng Restrictive Zoning

Est abl i shing normal comrunity settings for persons with handicaps is a key
environmental factor often hanpered by nei ghborhood resi stance. Overcoming this
resistance is at tinmes one of the nost frustrating aspects of setting up resi-
dential progranms for persons who are nentally retarded

As nmentioned earlier, comunity groups will use nechanisms such as restrictive
zoning as their edge to keep "them' out of the neighborhood. Meetings with |oca
zoni ng boards often have negative overtones. A well organized service provider nust
be ready to neet the challenge with counter strategies for the successful placenent
of group hones in normal community settings.

It has been found that the strongest resistance cones from highly cohesive,
wel | - est abl i shed, honpbgeneous nei ghborhoods. As a rule, urbanized areas which are
hi ghly transitory and heterogeneous provide the | east resistance but are not the
nost desirable community settings for group homes. To obtain the npbst desirable
setting, the service provider in essence nust become a public relations |iaison
bet ween hi s agency and the community. Resistance can be overcone if key people
fromthe community (i.e., officials, church | eaders, prom nent businessnen, etc.)
are singled out and turned into proponents of the cause. This strategy has been
found to work well in highly cohesive, resistant nei ghborhoods.

For highly transitory, urbanized areas, maintaining a low profile appears to
be the best defense agai nst nei ghborhood resistance. Mst group honme admi ni s-
trators have found that if such a facility is quietly established, the comunity
will show little or no resistance. The fear of anticipation so comon in |ong
established, ol der nei ghborhoods is essentially elimnated as residents of the
group honme are integrated into the community. Judgenent is reserved as the program
gains nmerit through its successful operation.

As public relations |iaison the service provider is faced with educating
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the community prior to establishing a group hone. Because of a comon fear of
the unknown, the follow ng section underscores the nbst commonly asked questions
communi ty menbers have regardi ng persons with severe handi caps. The question
and answer format will give the service provider an idea of what he or she is up
against in educating the community. 1. Wwo lives in the residence?

Dependi ng on the size of the house, anywhere fromfour to ten retarded
persons, and a resident house-manager couple. The residents have been care-
fully screened and selected for their ability to live productively and re-
sponsibly in the community. No one is accepted in a residence who is not
ready for it and able to operate at |east sem -independently. Most of the
resi dents have conme fromlarge State institutions, and this my be their
first chance to live as productive, respected nmenbers of society. Very often
t hese people originally canme fromthe conmunity in which the house is
| ocated. The residence program may be the npbst inportant opportunity of
t hese peoples lives. They deserve the chance.

Al t hough nost group hones are established for mldly retarded people
who function sem -independently on their own, there are residentia
facilities that house the severe to profoundly retarded. These residents
are under constant supervision and are never left on their own as they func-
tion as a group on public outings.

2. What kind of supervision do the residents have?

The house- manager couple, sone relief staff, and a Director, and
ot her professionals. Mst houses are legally incorporated and are noni -
tored by a board of directors.

3. VWhat do the residents do during the day?

Many of them work at regular jobs - as gardeners, dishwashers, |aundry
wor kers, waitresses, clerks, janitors, and a hundred other jobs. Retarded
peopl e are excellent workers-reliable, dedicated, enthusiastic, and proud.
Those residents not yet capable of conpetitive enployment, may work in a
shel tered workshop (for which they are paid in accordance with their pro-
duction), receive vocational training, or attend a day activity programto
devel op their intellectual and social skills. Children and younger resi-
dents attend | ocal schools or receive special education in other settings.
Every resident is involved in a full-tinme activity outside the residence.

4, What do the residents do with their leisure tinme?

They spend their evenings and weekends pretty much as everyone el se
does - watching tel evision, going shopping, going to the novies, fixing the

house, swi mm ng, bowling, visiting friends. Nothing exceptional - but for
someone who has lived in a big institution for years, it's a whole new
wor | d.
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5. Aren't retarded people nore likely to be involved in crimnal activities?
Aren't they nore violent and irrational ?

In one word: no. Frequency of arrest, crinmes of violence, drug abuse,
and other anti-social behaviors are no nore common anong retarded persons,
than anong any ot her segnment of the general population. [|f anything, retarded
people are less likely to get involved in anything crimnal because they are

extrenely eager to be accepted and respected as full adults and responsi ble
citizens.

6. Won't the community residence |ower property values in ny nei ghborhood?

There is no reason why it should. Hones, either bought or rented for use
as Community Residences are kept in extrenely good repair and neet all safety
and fire standards; property inmprovenents are frequently nade. The residents
are responsi bl e people who can be an asset to their conmmunity. They are not
destructive to property or to other people. In communities where residences
have al ready been established, such initial fears and anxi eti es have proven
goundl ess. The residence should be a wel cone addition to any nei ghborhood.

7. But, won't npre residences or other facilities of the same kind start
to nove into our town as well?

Not very likely. The Departnent of Mental Health has certain conditions
for funding a conmunity residence, two of which are that no residence can have
more individuals in it that can be absorbed into existing neighborhood
facilities and activities and that residences nmust be geographically
distributed so that residents are assured of adequate services from avail abl e

community resources. It is in no one's interest to nove in on a neighborhood
with several facilities when the comunity cannot accommopdate them It has
not happened and it is extremely unlikely that it will happen

8 Wiy can't these people be kept in institutions? Isn't it better for thenr

"These people" don't like to live in institutions any nore than you or |
woul d. They want, and need the chance to grow, |earn and develop to their
fullest potential and they can only get that opportunity in the real world, in
the mai nstream of society. Separating retarded people, "putting them away"
only serves to increase the problens as it would for any di sadvantaged group.
We now know t hat social factors (neglect, lack of stinmulation, enotiona
deprivation) can contribute significantly to the condition known as nental
retardation.

Retardation is not an incurable disease whose victins should be isolated
and treated as sonething less than human. It is a condition that can occur in
any famly anywhere. The label "nmentally retarded” tells us nothing about
peopl e, who they are, what their hopes and dreans are, nor their style of
living in this world. Retarded people have the sanme inalienable rights to
life, liberty and the pursuit of happiness as do all citizens in a free
society. We cannot exclude them fromthose rights.

As far as the issue of their own safety, there is another right to
whi ch retarded people are entitled: the right to take risks. Treating a
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grown-up person like an eternal child who is never allowed the freedomto
meke choi ces, never held responsible for the consequences of actions, never
able to succeed or fail by his or her own efforts-is to deny that person
some of the deepest satisfactions of independence and adul thood. Certainly,
it is safer to remain inside, behind closed doors, never risking a single
step, but who anpbng us would wish to stay that way?

9. Isn't the comunity residence costly to the taxpayer?

Not in the long run. Two hundred fifty thousand nmentally retarded
people now reside in public institutions at an annual cost to the U S. tax-

payers of well over one billion dollars. Probably half of those people
could be returned to the community through prograns such as conmunity resi-
dences. Many of themwi |l eventually be able to enter the conpetitive em

pl oynment world, earning over $3,000 per year on the average, supporting them
selves either fully or partially, and contributing their energies and talents
to society. The de-centralization of services - that is, using |ocal ned-
ical, dental, nental health, and social services - represented by the creation
of small residential homes for retarded people, instead of huge, distantly-

| ocated institutions, is another noney-saving aspect of the program
Furthernmore, comunity residences provide inconme to the communities in which
they are | ocated when the residents purchase food, clothing, furniture, and
spend noney for recreation.

10. \What problens are people in a new community residence likely to have?
How can | help re-integrate retarded people into ny comunity?

Ret ar ded peopl e who have lived for many years in |arge, inpersona
institutions may have difficulty speaking to people they don't know.

They may dress poorly because they have never | earned what is appropriate

to wear. They may have trouble getting the right bus, or finding a par-

ticular street or building. They nay be taken advantage of by others who
recogni ze their unfamliarity with customary prices, business practices or
soci al procedures. You can help by treating your new nei ghbors with

ki ndness, consi deration, and respect.

Anot her strategy for overconing restrictive zoning is direct involvenent of
the news nedia. Chances are that the local nedia will become invol ved whet her
or not they are inforned of the program To avoid bias in reporting, inaccurate
i nformation, and/or inconplete information on the part of the nedia, service
providers should make it a policy to keep the |ocal news nedia inforned of their
plans in an attenpt to gather public support of their project. One very
effective tool used to informthe nedia is the formal press release. OF course,

the service provider's purpose for witing a press release is to influence the

|l ocal news nedia to wite favorably about the residential program
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According to Seitel (1980), news editors are under such pressure to neet

deadl i nes, they sinply do not have tine to wade through the masses of self-
serving propoganda which they receive. Editors are |ooking for news. To
avoi d unnecessary delay and to insure that the press release is used, the ser
vi ce provider should keep the following points in mnd

1. The format should be consistent and include: a heading; the nane,
address, and tel ephone nunber of a contact person; a release tine
and date, short paragraphs (no nore than six lines); and should be
| ess than two pages in |ength.

2. The rel ease should adapt the pyram d style used by newspapers and
magazi nes. Place the |lead or nost inportant facts at the begi nning
of the news story and follow with items in decreasing order of inpor
tance .

3.  The content should contain newsworthy material, should be credible,
shoul d get to the heart of the issue and should avoid wordi ness. Also

it is essential that the content include the five Ws and H  Wo, Wat,

VWhen, Where, Wiy, and How.
Besi des the press release, Breslin (1980), lists several other options that
the service provider mght find useful when dealing with the news nedia:

1 The Editorial represents a viewpoint of the newspaper based on conclu
sions drawn concerning the significance of an event. Editorials are
very effective in helping or hindering, the formation of public opin
ion to bring about change.

2. Feature Stories offer the greatest opportunity for in-depth explora
tion of topics of interest. Here the agency can provide the interested
journalist with human interest stories: quotes from devel opnentally
di sabl ed peopl e t hensel ves, oberservations froma visit to a group hone, background
informati on on the nature of devel opnental disabilities,

etc. Feature stories are potentially a great opportunity for comunity

educati on.

3. Letters to the Editor are useful for rebuttal of recent unfavorable

news stories or editorials. They should be short and concise, addressing
nm sunderstanding or ms-quotes. Letters to the editor may al so be used

to support favorable articles.

The | ocal news nedia can be a powerful influencing agent on existing comrmn-

ity pressure. The service provider should try to keep open lines of communication

with the local nedia and involve themin every step of opening a facility.
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CHAPTER |V Determ nation

of Popul ati on Needs

Federal Standards for Accessibility

In 1968 the Federal governnment passed the Architectural Barriers Act to
enabl e handi capped persons accessibility to public buildings, and thereby
all owed themthe same rights and opportunities for gainful enploynment afforded
t he nonhandi capped. The watchdog for this legislation was the Architectural and
Transportation Barriers Conpliance Board (ATBCB) established under Section 502
of the Rehabilitation Act of 1973 to assure that standards were mmintai ned under
the Architectural Barriers Act. The service provider should note, however, that
the ATBCB utilized a few of the technical specifications of the 1980 Anerican
National Standard Institute (ANSI). The ANSI is a private institute not
affiliated with the federal governnent. The Institute's standards were for-
mul ated to gui de manufacturers, consuners, and the general public in making
bui | di ngs accessible to the disabled, and, it is the ATBCB that investigates
conplaints and discrimnation claims in regards to architectural and attitud-
i nal barriers to public buildings and nonunents, parks and park |land, public
transportation systens, and residential and institutional housing. They also
conduct research to find better ways to nmeet the needs of the handi capped. The
service provider nay want to review both standards for making building alter-
ations and/or building new facilities for his residents. Wite to the follow ng

addresses for additional information:

American National Standards, Inc. O fice of Technical Services
1430 Broadway U.S. Architectural and Transportation
New York, New York 10018 Barriers Conpliance Board

330 C. Street, S.W, Room 1010
Washi ngton, D.C. 20202

Since the ATBCB' s standards are federal regulations and requirenments, they

shoul d be used as ancillary nmaterial since sone of the standards
differ in
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scope and technical specifications. These guidelines contain provisions for the
nmost common el enments and features of facilities and are conposed of five major

conponents:

-Subpart A General purpose, applicability, definitions, relationship
of the guidelines and requirenents to the Architectural Barriers Act
standards, other uses and the effects of state and |ocal |aws on the

gui del i nes.

-Subpart B: Waivers and Modifications. This particular section has been
reserved as several commentators felt the provisions contained in Subpart
B were too liberal and would thus result in non-conpliance to the
standards. Ohers felt the provisions were too restrictive of the rights
of agencies setting the standards under the Architectural Barriers Act.

As a result of the controversy, the ATBCB determ nes waivers and

nmodi fi cations of facilities on a case-by-case basis.

-Subpart C. Scope (description) of provisions and guidelines. Those
provi sions given careful consideration by the ATBCB include parking and
passenger | oading; elevators; the nunber of entrances; accessible doors,
wi ndows, toilet and bathing facilities; two-level drinking fountains and
wat er coolers; alarmsystens, tactile warnings and i nformati on cues;
accessi bl e tel ephones and conmuni cati on devises for the deaf; seating,

tabl es, and work surfaces; and accessible storage areas.

-The service provider may want to pay particular attention to Sections
1190.32: Additions and 1190.33: Alterations when naking additions and/
or alterations to existing buildings. These sections contain provisions
for entrances; accessible routes; toilet and bathing facilities; el enments,
spaces, and common areas; alterations involving nore than 50% of the ful
and fair cash value of the existing facility; power driven verticle access
equi prrent (i.e., elevators); structural changes to stairs; and

i nformational signage.

-Subpart D: Technical provisions (pictorial representations with required
measurenents). Subpart D contains technical provisions for clearances
and equi prent location (i.e., noving wheelchair clearances, reach lim -
tations, etc.); walks, floors, and accessible routes (i.e., clear width

for continuous passage, accessible routes around obstructions, protruding
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obj ects that make maneuvering difficult, changes in levels, etc.); parking
and passenger | oading zones (i.e., locations of accessible parking and
passenger | oadi ng zones, provisions for accessible parking spaces, adjacent
access aisles, passenger |oading zones, vertical clearances at accessible
par ki ng spaces and | oadi ng zones, appropriate signage reserving accessible
par ki ng spaces and identifying passenger |oading zones; etc.); provisions for
ranps and curbs (i.e., slopes and rises, width, cross-slope surface, curb
ranps, etc.); stairs (i.e. provisions for risers, the projecting edge of the
step, handrails, stair treads, and | oading surfaces etc.); handrails (i.e.
provi sions for size, spacing, height, etc.); elevators (i.e., provisions for
operation and | eveling, door operations, travel distance and door timng,
reopeni ng devi ses, elevator cars, control panels, control |ocations, door

j amb mar ki ngs, audi ble and visual car position indicators, etc.); platform
lifts; entrances; doors (i.e., provisions for double-Ileaf doorways, revolving
doors, sliding doors, clearing width, maneuvering space, etc.); w ndows;
toilet and bathing facilities (i.e., provisions for clear turning space,

si gnage, accessible toilet fixtures, toilet stalls, bathing facilities, grab
bars, etc.); drinking fountains and water coolers (i.e., provisions for

cl earances, spouts of drinking fountains and water coolers, controls, etc.);
controls and operating nechanisns (i.e., provisions for |ocation, operation
reach limtations, etc.); alarmsystens both visual and audible; tactile
war ni ngs; signage (i.e., provisions for character proportion and contrast,
rai sed and incised characters, mounting, |ocation, and height, etc);

tel ephones (i.e., provisions for clear floor or ground space, equipnment
characteristics, equipnent for hearing inpaired people, etc.); seating

tabl es, and work surfaces; assenbly areas (i.e., provisions for size and

| ocation of view ng positions, listening systens, etc.); and storage. -
Subpart E: Special Building or Facility. This particular section is re-
served for guidelines and requirenents of special use categories. The
Departnment of Housing and Urban Devel opnent is presently involved with the
ATBCB i n devel opi ng mi ni mum gui del i nes and requirenents for residential
structures which include specific technical provisions for making resi dential

facilities accessible.

79



Fi nanci al Assi stance

Fi nanci al assistance for renovation or construction can be obtained through
one maj or source - the Departnment of Housing and Urban Devel opnment (HUD). HUD
sponsors a number of programs that may neet the service provider's needs for
renovating existing facilities or constructing accessible facilities for his/
her client population. Local housing authorities and agencies are also excellent
sources to contact for such assistance. For those who have no experience with
the "ins-and-outs" of the housing industry, it nmight be wise to hire a housing
consul tant before applying for assistance. The service provider m ght consider

the followi ng HUD funding sources to fit his/her needs. Section 106(b)

HUD s section 106(b) programis useful for "seed noney" or the initial
outlay of noney required to begin a project of considerable magnitude. The
sponsoring agency receives a |loan reservation which covers the preconstruction
cost of building a home for its client population. Such costs could possibly
i nclude acquiring a site(s), hiring an architect to do prelimnary blueprints,
hiring housing consultants, etc. Section 106(b) pays up to 80% of the eligible
start-up costs, and the sponsoring agency is responsible for the other 20%
whi ch nmust be spent before any |oan noney is rel eased. Section 312

HUD s Section 312 provides |lowinterest |oans for hone inprovenent to
rehabilitate existing single-famly or nulti-famly residential property for
sites designated as revitalization areas (i.e., those sites designated for
i mproverrent through federal funds). The service provider can borrow up to
$27,000 to bring the property up to local and federal housing standards. |If
the home is not located in a revitalization area, the service provider could

use Comunity Devel opnent Bl ock Grant npney.
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Communi ty Devel opnment Bl ock Grants - Title

Under the CDBG program |ocal governments receive funds in the form of bl ock
grants for purposes of devel opi ng viable urban conmunities, providing adequate
housi ng, and expandi ng econom ¢ opportunities for low to noderate-incone
persons. Single- and multifam |y housing (including group hones and hal f way
houses) are eligible for CDBG funds for purposes of acquisition, rehabilitation
and renovation. The funds can also be applied to surveys and plans for the

removal of architectural barriers. Hone | nprovenent Loan |Insurance (Title |)

Under Title I, the service provider can borrow up to $15,000 from private
Il ending institutes for repairs and accessibility inmprovenents to single-famly
dwel lings. For structures that house two or nore famlies, the | oans can cover
up to $1,500 per dwelling unit, not to exceed $37,000. The |oans are insured by
the Federal Housing Adm nistration (FHA). Section 231

HUD s Section 231 program provi des nmortgage | oans to sponsors of rental
housing for the elderly and handi capped. HUD insures the | endi ng agencies
agai nst | oss on nortgages. These nortages can be used for purposes of construc
tion or renovation (and rehabilitation) of detached, sem -detached, or el evator-
type rental housing of eight or nore units.

Section 232

Section 232 is directed toward nursing honmes and internediate care facili-
ties (ICF). The program provides federal nortgage insurance to help sponsors
fund such facilities. The nmoney can be used for purposes of construction or
renovation of facilities that house 20 or nore people. Equipnment needed for the
care of the residents can al so be purchased under this program Section 235

Handi capped persons, fanilies, or single persons qualify for Section 235
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i nterest subsidies and nortgage i nsurance. HUD insures nortgage | oans nmade by
private | ending agencies to private or public sponsoring agencies. The
sponsoring agency then buys single-famly houses, nultifanm |y cooperatives or
condoni ni um projects, or nobile hones. After these units have been sufficiently
rehabilitated, the agency resells themto lowinconme famlies. Such famlies
have the added advantage of paying reduced interest since HUD provi des interest
subsi dy paynents under this section. Accessible Features and Design
Consi der ati ons

The | ocation and structural design of an individual's residence greatly
affect the stability and devel opnent of that individual, and environnental support
enabl es the handi capped to help thenselves, thus fostering feelings of indepen-
dence. A service provider should consider site |location as a critical factor
when | ooking for an existing building to |l ease or buy. Sites with steeply
sloping hills or pathways are inpossible for the wheelchair user to negotiate.
Al so, sites located in rural settings nmake service areas difficult to reach.

The ideal facility should be structured in such a nanner as to nake the
di sabl ed individual feel as normal as possible without appearing as an insti-
tutional setting. Such a facility nmust fit or be adaptable to the individual's
disability. For instance, doors should be w dened to accommbdat e wheel chairs
and bat hroom fi xtures should be located in easily accessible positions. Space
allocation is another critical factor to consider when adapting a facility to
the needs of the handi capped. Renpving a wall to wi den the size of a room aids
freedom of novenent and enhances i ndependence for those who are wheel chair bound.

Costs for such renovations can be quite high, particularly for extensive
work such as the installation of elevators, curb ranmps, fire alarm systens or

the relocation of bathroomor kitchen sinks for easier access. O her expenses
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i ncurred for special equipnent, hardware and/or fixtures m ght include:

wheel chairs conti nuous handrail extensions
variations in regular chairs toilet grab bars
potty chairs shower seats or chairs

installing environmental control devises bathtub seats

st andi ng and wal ki ng ai ds single lever lavatory faucets
special eating utensils rel ocating wall switches and outlets
home- maki ng equi pnment hand- hel d shower

bat hi ng ai ds cur bl ess shower

| ever door handl es speci al shower construction

speci al bathtub construction bat ht ub/ shower comrbi nati on

This list is far from conplete, and there are nunerous ai ds manufactured for
ease of independent |iving by the handi capped. Even the sinplest "gadgets" or
environnental encounters (i.e., snowstorns, inaccessible city transit, etc. ) the
abl e-bodi ed take for granted can be a source of frustration for the disabled. For
i nstance, people who are wheel chair-bound are constantly subjected to such barriers
as narrow doorways, insufficient floor space, and inaccessible |ight switches,
thernostat registers, and tel ephones. Two excel |l ent sources of information about the

vari ous aids on the nmarket include:

Sel f-Help Aids The Green Pages 641
Fred Sammopns, |nc. West Fairbanks W nter
Box 32 Park, FL 32789
Brookfield, Ill. 60513

"Self-Help Aids" is a catal og which contains such products as speci al
eating utensils, hygiene products, dressing aids, wheelchair accessories, com
muni cati on devi ses, various types of reachers, clinical and eval uati on equi pnent
and products, hone-naking equi pment, and recreational products. "The G een
Pages," published quarterly, is another excellent source for news and information

on self-help aids, products and services for the handi capped.
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The service provider should also keep in mnd that the needs of individuals
do differ. A narrow doorway does not necessarily pose the serious problemfor a
noderately nentally retarded resident that it does for the individual confined

to a wheelchair. A report prepared by HUD (1976) lists several guidelines for
2

pl anning living environnents for the severely disabl ed:

1. Quadriplegics may be right- or |eft-handed either from paralysis
or in the traditional sense. Layouts should be designed to pernit approach
and use by a right- or |eft-handed person.

2. One criterion for determining the choice of design features and hardware
for the severely disabled user is the extent to which the itempernits user
i ndependence. By determ ning the cost of each itemat the programm ng stage,
budget -i nduced trade-off decisions can respond to user needs as well as eco
nom ¢ consi derations.

3. An inportant connection exists between psychol ogi cal health and the
ability to operate in the environnent with minimal aid. The nmore famliar
the designer is with the severely disabled person's views and capabilities, the
more likely that the resulting design decisions will produce an efficient and
therapeutic environment that requires limted intervention by abl e-bodied staff.
There are various sources the service provider could turn to for expertise and
advise in such matters: architectural firms, medical experts, physical and
occupational therapists, social workers, carpenters, parents of handi capped child
ren, and disabled individuals thenselves. The following information is based
on material conpiled from design studies by the Veterans Adm nistration (1978)
and Hud's findings on structural housing designs for the disabled (1976).
Most of these recommendati ons are intended for those persons who are wheel chair
bound or who require sonme type of walking aid (i.e., braces, crutches, etc.).
However, a few of the design considerations also apply to other disabilities

that do not require wheelchairs or walking aids. It is also inmportant to note
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that the Veterans Administration stresses the fact that each hone will require a
di fferent degree of specialized design, and their recommendati ons are based on
schemati ¢ arrangenments of single-famly dwellings; HUD s recomrendati ons incl ude
more varied types of dwellings. The material presented bel ow should alert the
service provider to general areas that will require considerations in adapting a
hone to his client population.

1 Avoid sites with excessive sloping hills as extensive ranp construc
tion would be necessary for easy travel access.

2. Sites with enclosed courtyards have the advantage of providing extra
privacy and security. Courtyards should be | arge enough to accommdate a num
ber of wheel chairs, and hard-surface decks, patios, and wal kways, which are
constructed with non-slip material are recomrended for easy travel.

3. Direct access to the street and driveway is very inportant.

4. If ranps are necessary, a slope of 5% to 8% is recommended. Hand
rails should also be installed as bal ancing aids and as a nmeans of propul sion
for those in wheelchairs.

5. Stairs should have bevel ed or slanted risers, particularly for those
i ndi vi dual s who wear braces.

6. The entrance should have a weather protective canopy or overhang.

7. A level platformshould be provided at the entrance; door mats and/
or vertical obstructions of nore than 1/2" in height can cause problens for the
wheel chair user.

8. Garages or parking spaces should be as close to the residence as
possi bl e for easy access. Routes to and fromthe garages, carports, and park
i ng spaces, should be protected fromincl enent weat her

9. In general, all rooms should be |Iarge enough to allow freedom of nove

ment, particularly for the wheelchair user, and to acconmpdate | arge pieces of
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medi cal equi pnment (i.e., hydraulic lifts). Larger spaces give the wheelchair
user adequate turning radius.

10. Maxi mum knee space shoul d be provi ded under bat hroom sinks, and al
exposed water supply and drain |ines should be properly insulated to prevent
burns and scrapes. The Veterans Adm nistration recommends that |avatories
shoul d be mounted at a maxi mum hei ght of 2'10" for wheel chair users.

11. Bat hr oom fl oors shoul d be constructed of non-slip materi al

12. The bat hroom arrangement should allow for easy maneuverability fromthe
wheel chair to the toilet, tub, and shower, and grab bars should be installed
for easy transfer. Keep in mnd that transfer is easiest when the particular fix-
ture is approximately the sane hei ght as the wheel chair seat.

13. Medi ci ne cabinets, shelving, and other bathroomfixtures should be |lo
cated at an easily-accessible position.

14. Mrrors should be tilted or | owered for easier view ng.

15. A single-lever faucet |ocated at an accessible distance fromthe edge
of the vanity should be installed.

16. Showers shoul d not have curbs or thresholds to i npede wheel chair access,
and all shower controls should be easily accessible. A bench seat or shower
chair is nost commonly used, and a combination bathtub with shower controls can
be installed to accommodate individual differences.

17. To aid wheelchair users in tranferring to and fromthe tub, platform
seats should be located at the end of the bat htub.

18. Thernostatic controls should be installed to avoid sudden changes in
t enper at ur es.

.19. Kitchens should contain |abor saving devises (i.e., dishwasher, gar-
bage di sposal, self-cleaning ovens, etc.).

20. Accessible storage space is a necessity.



21. Cabinets should have adjustabl e shelving and | azy susans for easy access
to kitchen items. Avoid high cabinets for clients who are wheel chair bound.

22. Appropriate knee space shoul d be provided bel ow the sink and work counter
As in the bathroom insulate all exposed water and drain pipes to guard agai nst
burns and scrapes.

23. W4l | -nounted ovens and counter-nounted burners are recommended for
easi er access. The Veterans Adni nistration recomends a maxi mum nounti ng hei ght
of 2' 10" for cooktops to allow the seated individual to nmonitor food while it
i s cooking. Also, cooking controls should be front or side nounted.

24. WVl |l -mounted ovens should be | ocated at the ends of counters. This
position makes it easier for the wheelchair user to approach the oven fromthe
si de.

25. Ranmps are required for |evel change between rooms. It is reconmended
that single-story dwellings be specially adapted, particularly for wheelchair
users.

26. Low-pile carpet is reconmended for the wheelchair user; raised-nap
carpets tend to get caught in the wheels and nake novenent a probl em

27. Avoid floors that constantly need waxing for upkeep.

28. Pressure sensitive light switches are reconmended

29. Height consideration for control switches is inportant. The Veterans
Admi ni stration recomends that a maxi mrum hei ght for wall sw tches, wall out-
| ets and tel ephones of 4'0."

30. Wndows with heavy frames are hard to open, particularly for wheelchair
users. The casenent or hopper-type wi ndows are the nost wi dely used by people
i n wheel chairs. Wndow controls should be accessi ble and easy to operate, and the

| ocation of the wi ndow should take maxi mum advantage of |ight and outdoor views.
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31. Avoid hard-to-work | ocks and/or | atches.

32. The front-1oading mailbox is the nost accessible for wheel chair users;
the traditional type makes it difficult to get letters that are to low in the box
to reach froma sitting position.

33. Front-1loadi ng washi ng machi nes are nore accessible for the wheel chair
user.

34. Protective features such as "on call" conmunication systens allow the
staff to be electronically in touch with the residents at all tinmes in case of
ener genci es.

35. Visual privacy is very inportant to the severely disabled. For instance,
the bathroom entrance should not be visible fromthe living roomso that the
wheel chair user has freedomto enter the bathroom undressed. Bathroons should
be accessible fromthe individual's bedroom

36. Like windows, doors should require mninmal strength to open and cl ose.
If the dwelling has traditional doors (doors that open into the unit), attach
a rope or chain to the doors for ease in closing. However, if the budget allows,
automatic doors are nuch easier to operate.

37. The Veterans Adm nistration recommends use of door |atch handl es which
are easy to operate. Vertical or horizontal pull handles on the trailing side
of the door are the nost wi dely used neans of closing a door (for doors that
open to the outside of the room.
111-+A 38. Avoid excessively heavy doors as these types are particularly hard for
the wheel chair user to operate

The precedi ng design considerations are only a few suggestions for the
service provider. For further information on what to consider in renovating a

home for accessibility, the service provider should wite to the follow ng
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agenci es:

Department of Veterans Benefits General Services Admi nistration
Vet erans Admi nistration 810 18th and F Sts., N W

Vernont Ave. Washington, D.C Washi ngton, D.C. 20405

20420

O fice of Independent Living for the Disabled U S.

Depart ment of Housing and Urban Devel opnent 451

7th Str., S.W Washington, D.C. 20410
ad ot hi ng

Clothing is another consideration in aiding the disabled to |live as norma
a lifestyle as possible. Houseparents should be aware of their clients' likes
and dislikes in clothing styles and should aid in selecting the appropriate
styles to fit the residents' needs. Houseparents should al so assist residents
in dressing appropriately for various occasions. Steinhaus and Ri chardson (1982)
state that designs in clothing for the handi capped should sinplify the task of
dressing, hide abnornmalities, and should help the wearer project a fashionable
i mge. Problens in dressing cone fromlimted range of notion, reduction in nman
ual dexterity, loss of strength, or dependence on braces, wheelchairs, or pros-
t heses; problens of apparel fit are thus further conpounded by an inability to
zi p, buckle or button, and to reach, stretch or pull.

An exanmpl e of an easy-to- mani pul ate design feature is the self-adhesive
fasteners which solves the problem of managing difficult buttons or zippers
for those disabl ed people who have little or no finger nmanipulation or contro
(i.e., quadriplegic).

Kay Caddel, in association with the Textile Research Center at Texas Tech
Uni versity, designed apparel that is considered adaptable to various types of
di sabilities. Such fashions include:

-junpers designed to open at the sides with zippers; the front portion
is open at the waistline, and the neck opening is easily accessible.
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-dresses with front and yoke openings with elastic waistlines for ease in
dressi ng non-anbul atory persons.

-jackets with two front-separating zi ppers; back pleats for extra room
and lapels with no collar.

-jeans with openings on each side; elastic waistbands, outside pockets, and
front flies.

-wrap-around skirts and bl ouses for ease in dressing. -
junpsuits with either front or back zi ppers and side openings.

-wrap slacks designed for persons in wheelchairs. The front portion hooks
together in the back with an elastic band. Also, the back can be | owered
or raised separately for confort.

-wheel chair vests that fit around the shoul ders, wai st and crotch areas;
the vest fastens in the back of the chair.

-utility lap trays made of material that enables a paraplegic or quadri-
pl egic to handle hot or cold itenms with no danger. This particular item
has rolled edges to keep items on the user's lap; the tray can al so be
used for sewing or any other activity which requires a flat surface to work
on.

-utility tote bag which hooks on to the wheelchair and can be used to carry
kitchen utensils, books, supplies, etc.

These designs can be found in a panphlet entitled Pattern Designs for the

Physically and Mentally Handi capped of fered through the Textile Research Center

at Texas Tech University. For further information wite to:
Kay Caddel
Textil e Research Center
Texas Tech University

P. O Box 5217 Lubbock, TX
79417

Most compani es that do carry specially designed clothing for the handi capped
are mail order conpanies. The service provider may want to write to the foll ow

i ng addresses to obtain informati on on what products are avail abl e.

Betty Butler, Inc. CAPH Cl ot hi ng

P. 0. Box 51 P. 0. Box 22552
Tenafly, NJ 07670 Sacramento, CA 95822
Caradi ne of California Car e- Sew- Much Desi gns
P. 0. Box 22754 1920 Sheely Drive

San Di ego, CA 92122 Fort Collins, CO 80526



Cl ot hi ng Research and Devel opnent Designs, Inc. P.O Box

Foundation, Inc. P.QO Box 347 364 Stillwater, OK
MIlford, NJ 08848 74074

Fashi onAbl e

Rocky Hill, NJ 08553 | Can Do It Mysel f 3773

Peppertree Drive
Eugene, OR 97402
Sel f-Help C othing for Handi capped

Chil dren Kwi k Sew Pattern Co., Inc
Easter Seal Society 300 Sixth Ave. North
2023 West Ogden Ave. M nneapolis, MN 55401

Chicago, IL 60612
Sarah Soft Wear 1002
Sout h Jefferson New
Um M 56073
Handee For You - Fashions for the
Handi capped 7674 Park Ave.
Lowille, NY 13367
Hone Safety - Life Safety Code
One-hal f of all accidental injuries reported yearly occur in and around
the hone, and the same environmental encounters that the abl e-bodied deal with
so readily can prove life-threatening to the handi capped. A few hone hazards
whi ch service providers should be aware of include:
-l oose rugs;
-polished, wet or greasy floors;
- poor |ighting;
-lack of fire-fighting equipnent, fire-detection systens, etc.;

-fire hazards from snol dering cigarettes, cooking, and heating equi pment,
faulty wiring, use of butane or liquid petroleumgas in floor furnaces,
etc.;

- poi soning from househol d chem cals, nedicines, etc.; and

-cuts from kitchen knives, tools, razors, etc

A sense of security against these and other hazards is yet another factor that

i nfl uences i ndependent functioning. Standards have been established for the

protection of residents in alternative living environments. Safety codes and
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regul ati ons have been developed for fire safety, sanitation, health, and the
environnent. Such codes as the Life Safety Code of the National Fire Protection
Associ ati on (NFPA, 1981) are widely accepted and are used by sponsoring agencies
for both accreditation purposes and safety nmeasures for their residents.

Service providers should conduct careful investigations of their residents
home and pi npoint areas that could cause potential hazards. Listing hazards and
possi bl e precautions agai nst such hazards can help the group hone parent avoid
potentially dangerous situations. Also, service providers should enlist the aid
of local organizations for informal workshops and/or training sessions (i.e., the
Red Cross, the local fire departnment and police departnent, nutritionists, |oca
health clinics, etc.).

Of particular inportance in cases of fire emergencies is the use of evac-
uation plans. The National Bureau of Standards (1980) lists several findings on
behavi or characteristics of the handicapped in fire energency situations.

-People in fire energencies tend to use egress routes with which they are
famliar. This suggests that building designs and managenent pl ans shoul d
encourage occupants to use fire-safe egress routes as a matter of course.
Daily stair usage has been found to increase significantly, for instance,
when stairwells are well-lit and attractively decorat ed.

-People with cognitive disabilities (such as those associated with nental
retardation and senility) are able to |l earn and remenber the | ocation of
stairs nore easily if the stairwell doors they pass daily have vision
panel s that reinforce the often disregarded nessage of "Exit" signs.

-In many fire enmergencies, the majority of tine el apsed between the soundi ng
an al arm and escape is spent interpreting the situation and deci di ng what
to do. This not only confounds efforts to base fire-safety codes and
standards on actual travel tinmes, but also indicates the inportance of
providing effective, unanbi guous alarns and pre-ignition egress instruc-
tions (i.e., evacuation plans).

-Studies of office towers and public assenbly places indicate that people
with a variety of handi capped conditions can evacuate down or up stairs
along with everyone el se without significantly inpeding overall egress.

Some, however, may need assistance (i.e., those in wheelchairs can be
carried out by others).
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The results of such behavior studies clearly indicate the value of fire
safety planning for the handi capped. For instance, it is recommended that facil-
ities provide two neans of egress from each dwelling unit. One such neans of
escape should be through an unobstructed door or stairway to the outside of the
buil ding at street or ground level (Life Safety Code, 22-2.1.1). The second neans
of escape is through an outside wi ndow operable fromthe inside w thout the use
of tools. The wi ndow nust provide a clear opening of not less than 20 in. (50.8
cm) in width, 24 in. (60.96 cm in height, and 5.7 sq. ft. (.53 sqgq m) in area
The bottom of the opening should not be nore than 44 in. (111.76 cn) above the
floor (Life Safety Code, 22-2.2.1). The reason for providing two nmeans of escape
is to make an alternate route accessible if the resident is in an area of the
bui | di ng where the fire makes one of the routes inaccessible.

Many service providers find old, two-story hones ideal for their client
popul ation. These homes generally have w de, open staircases in the niddle of
the building, staircases which often act as flues that increase the intensity of a
fire fromthe first floor to higher levels. Sone neans of closing off the higher
levels is required for fire safety.

O her hazardous areas in the honme include boiler and heater roons, |aundry
roonms, kitchens, repair shops, handicraft shops, |linen roonms, storage roomns
or spaces used for storage (storage under staircases is prohibited), and trash
col l ection roons.

Anot her safety consideration is the interior finishes on walls which are
classified according to flame spread test scales and snoke test scales. Interior
floor finishes also go through classification tests. There are approved fire
retardant paints or solutions on the narket that can be applied to wall surfaces.

Such paints and sol uti ons must be renewed periodically, however, to
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mai ntain the necessary fire retardant properties.

Anot her inportant safety feature is the automatic sprinkler system Most
residential facilities, with the exception of patient health care facilities, are
not required to have such a systeminstalled. However, the incentives for
installing a sprinkler systeminclude reduced rates on insurance and tax de-
ductions. Also, if the residence has an automatic sprinkler system certain
safety requirements can be nodified. For exanple, npst residences are required to
have a two-hour fire wall (i.e., the ampunt of time a wall, door, etc. can resist
fire). |If the residence has an automatic sprinkler system this requirement can
be dropped down to a 20-minute fire wall

;. Elevators are particularly hazardous during fire enmergencies. The genera
rule follows that el evators should be closed down during fire enmergencies, and
ot her neans of escape should be used. The dangers of being trapped in an el e-
vator during a fire include serious injuries and/or fatalities. Automatic ele-
vators tend to operate unpredictably during fire energencies. The ANSI (Al7.1,
1978) has established standards for the operation of elevators if their use
during a fire emergency i s necessary.

Yil Service providers should review standards and regul ati ons such as the NFPA's
Life Safety Code and the ANSI's technical specifications for safety planning

pur poses. The local fire marshall is another excellent source of informati on on
fire safety instructions and procedures. The fire marshall has the respon-
sibility of conducting inspections of health care facilities that house six or
nmore people. Generally, local fire departnments have their own evacuation pl ans
and safety measures. The follow ng evacuation and di saster plan is based on an
emergency plan formulated for nursing hones and other health care rel ated
facilities in Lubbock, Texas. This information could prove of value to service

provi ders who are planning safety neasures and evacuation plans for their clients.
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. FIRE

A

KEEP CALM - DO NOT SHOUT FI RE

Di scovery of Fire

1 The person finding the fire or snoke will immediately sound the
alarm notify the fire department and then the adninistrator.

2 If the fire is not easily extinguished, or patients are in inmedi
ate danger, renove the patients fromthe room and cl ose the door

3. Sound the nanual alarm nearest to the fire - usually at or near
EXIT doors.

Acti on

As soon as the al arm sounds, personnel assune duties as foll ows:

Charge Nurse

1.

When the al arm sounds, either manual or detector, determ ne that there
is an emergency and then:

a. The statenent "Dr. Pyro report to (room# and wi ng) imredi ately”
will be used to alert personnel on duty by pagi ng systenms. Repeat
statement 3 tines.

Dial the fire department and, speaking clearly and slowy, give the
foll owi ng information:

a. Location of fire - nursing hone nane and address stating distinct
part of building the fire is |ocated in, and nearest intersection.

b. Size of the fire.
c. Wat is burning.
d. Nanme of person reporting.

e. Stay on phone until you are sure the information is clear to
fire department personnel.

Notify Adm nistrator (if not on prenises) or Director of Nurses.
(The Admi nistrator or Director of Nurses is in charge of an ener

gency until the Fire Departnent arrives. The Administrator will, by
tel ephone, designate a person to notify off duty personnel to report
to the facility to assist until the crisis has passed. |[|f the Admn

istrator cannot be |ocated, the Director of Nurses assunmes this
responsibility).

Direct evacuation - in accordance to evacuation plan and severity

of enmergency - total or interior evacuation. Charge Nurse renmins
in charge until the Adm nistrator or Director of Nurses arrives.
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3.

a. Prior to arrival of fire departnment PRIORI TY OF EVACUATI ON W LL

BE

1 Evacuate patients from affected room and nearest roons.
2. Evacuate patients from affected w ng.

3 Evacuate other patients as ordered

4, If an attic fire, evacuate all patients.

b. Renovi ng patients from danger area

1. Anbulatory patients may wal k, and should be renoved first.
See that charts go out with anbul atory patients, assigning
a Nursing Assistant to stay with them outside, or in safe
ar eas.

2. People in wheelchairs or geriatric chairs should be re
noved second

One person (enployee) can carry a patient on his back.

4. Two people can nmake a pack saddle with their hands; have
a patient sit on it and carry himout.

5. Bed patients can be carried on a bedspread, blanket or sheet
with the edges rolled as a stretcher. They can be carried
by two people, or dragged by one. Never use the mattress.
Renove bed patients last to avoid confusion. Roll the beds.

6. \When snoke and funes are present - get patient as close to
the floor as possible to nobve out.

Mai nt enance, Housekeeping, Laundry & O her Personne

3.

4,

Shut off electrical systemto prevent snoke from noving through
return air ducts; then take extinguisher to site and fight fire if
snoke and heat are not too intense

Assist with lifting patients into wheelchairs. Aides can renove them
from danger area as necessary.

Assist in rolling bedfast patients out of building on beds, when tota
evacuation i s necessary.

Al'l oxygen should be shut off and renoved if possible.

Ki t chen Charge Per son

1
2.

3

See that gas and electrical service is shut off in kitchen area.

Assist with control or evacuation of patients fromdining area as neces
sary.

See that the kitchen and dining areas are closed off as needed.

Nur si ng Assi stants

AwWDdD P

Be sure anbul atory patients get out, if necessary to nove patients.

Assi st in getting wheelchair patients out.

Assi st in noving bed patients out on the beds.

Remai n on unit assigned; stand by for possible evacuation unless
assi gned ot her duties by charge person.

O fice Personnel

1

Saf eguard records; renmpbve themto a safe place.

96



2. After patients have been evacuated, attendants should check to see if

all are accounted for. |If not, notify the fire departnent.

3. In the event of conplete evacuation, patients will be taken to (list
other hospitals in the area).

4. Families of anmbulatory patients will be notified as soon as possible to

come for their relatives if they cannot be returned to their roons.
5. Notify local DPWoffice.

C. Fire Prevention

1 The Admi nistrator will make a conplete tour of the home each norning
to note any safety hazard and see that such is corrected the day found;
keep halls free of obstacles.

2 Sinmulated drills will be held at |east every nonth; include all personne
on all three shifts. A witten report will be nmade showi ng persons assi st
ing in the drill and signatures of all personnel participating in the drills.

3. Keep areas as free of conbustible naterial as possible.

4. \Waste paper, soiled linens, trash and records nmay ignite easily.

5. Report fire hazards to supervisor so that they may be elin nated.

6. Post "no snoking" signs and renind patients and visitors not to snoke
in a roomwhere an oxygen cylinder is |ocated.

7.  Snoki ng by personnel in designated areas only.

8 Patient snoking is allowed only under supervision

9. Absolutely no snmoking is allowed in storage, utility or work areas.

10. Be sure cigarettes are extingui shed when di scarded.
11. Tel ephone nunmbers of those persons to be called are to be posted at each
tel ephone in the order they are to be call ed.

12. Every attenpt will be made to prevent smoking in the resident's room

13. It is the responsibility of all enployees to be alert to the possibility
of fire in the area where they work and each should do his part to pre
vent fire. It is also his responsibility to know his role in the event
of a fire and be prepared to fill it.

As can be seen fromthe Lubbock County exanple, evacuation plans and safety
measures nust be spelled out to the letter. Each enployee has assigned duties to
perform during an energency, and he is expected to fulfill those duties. O course
group hone evacuation plans will not have as |arge a number of persons to deal with
as do nursing homes or other health care facilities. Each comunity should have its
own conpl ete emergency and evacuation plans simlar to the Lubbock County exanple.
This informati on can be obtained fromthe local fire department or fire marshall.
The NFPA's Life Safety Code (1981) is an excellent source of information on rules
and procedures for making the residents' home a nore safe and secure environnent in

which to live.
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Chapter V Devel opnment of Policies and

Pr ocedur es

Cient's Rights
"Before the law, all persons are created equal."

The goal of residential prograns for persons who are nentally retarded
is to allow each resident to live as normal and independent a |life as pos-
sible, but the legal rights of residents in these prograns have raised cer-
tain questions and issues. These rights include the right to liberty; the
right to privacy; the right to treatnent and habilitation services; equa
educati onal opportunities; freedomfrom harm and abuse; the right to a safe
and humane environnent; the right to confidentiality and access to records;
the right to marry; the right to medical services, advocacy services, and
| egal services; the right to vote; the right to live in barrier-free environ-
ments; the right to receive benefits under federal and state social prograns,
subject to eligibility; and the right to receive conpensation for | abor
These are the nost fundanental and basic rights afforded all citizens, and
they are specifically addressed in the U S. Constitution as well as various
state constitutions, federal and state statutes and policies, and court
deci sions. But other rights are also in question, and these include:

- the right to send and receive mail.

- the right to enter into contracts and to own and di spose of property.

- the right to equal access to recreation and athletic prograns.

- the right to choose and practice religion.

- the right to be free fromculturally-biased and other inproper testing
and cl assification procedures.

- the right to reasonable and conveni ent access to nake and receive
t el ephone call s.
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- the right to be free from medi cal experinmentations.
- the right to clean and seasonabl e cl ot hi ng.

- the right to criticize or conplain about a program s conditions,
enpl oyees, or practices without reprisals.

- the right to have and control personal possessions.
- the right to regul ar physical exercise

- the right to adequate clinate control in the formof heating, air
conditioning and ventilation.

- the right to adequate sleeping quarters and furnishings.

- the right to adequate lavatory and bathroom facilities which provide
for resident privacy.

- the right to sanitary and nutritious food in adequate quantities.

- the right to conpliance with fire, sanitation, safety and health
codes.

- the right to freely express oneself, whether it be through the choice
of one's hair length, clothing styles, nmusic, or otherwi se.

- the right to be free fromunjustified encroachment upon a nornal
lifestyle, life cycle, and age-appropriate activities.

According to Burgdorf (1980), these rights are not universal, nor are
they applicable in every situation. Because they are statenments of genera
principles, individuals in residential progranms can assune to have these
various rights. But the service provider nmust keep in mnd that if other
conpeting interests appear, these rights can be deni ed under proper |ega
authority, with appropriately conpelling justifications, and in accordance
with constitutionally adequate procedures.

The rights of the handi capped are derived fromand protected by six
basic | egal authorities:

- the due process clause of the 14th Anmendnent

- the equal protection clause of the 14th Anmendnent
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- the right to privacy
- the Devel opnental Disabilities Assistance and Bill of Rights Act

Section 503 of the Vocational Rehabilitation Act of 1973

Section 504 of the Rehabilitation Act of 1973

The Fourteenth Amendnent which includes both the Due Process C ause and
the Equal Protection C ause states:

"No State shall make or enforce any | aw which shall abridge the privi-
|l eges or immunities of citizens of the United States, nor shall any state
deprive any person of life, liberty, or property w thout due process of |aw,
nor deny to any person within its jurisdiction the equal protection of the

law. " Due Process {d ause

Burgdorf (1980) |ists seven procedural standards recognized by the

courts as the necessary prerequisites to confinement in a residential facility:
1. Notice of the proposed confinenent and of an opportunity for a hear
i ng should include a description of reasons the confinement is believed
necessary, dates and times of the proceedings, and a description of the
procedural and substantive rights of the individual regarding the proceedings.
2 A formal hearing should provide an opportunity for the presentation
of witnesses, testinmony and other evidence as well as an opportunity to hear
and to chall enge opposing testinony and witnesses. In very unusual cases,
t he person whose confinenment is sought should have a right to attend the hearing,
al t hough the individual has a right not to testify if he or she so chooses. The
hearing must be held before an inpartial, legally authorized tribunal, usually a
court. The hearing should culmminate in a formal decision which is based upon the

evi dence presented.
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3.  The person whose confinenent is sought has a right to be represented
by | egal counsel, either at his or her own expense, or, if the individual is
unable to afford counsel, at public expense.

4. The U.S. Suprene Court has ruled that the need for confinenent be
proven by the Il egal evidentiary burden of "clear and convincing evidence."

The evidentiary standard is nore stringent than the "preponderance of the

evi dence" standard used in nost other civil contexts, but it is not as stringent

as the "proof beyond a reasonable doubt"” required in crimnal cases. The
justification for confinenent which nust be proven by "clear and convincing
evidence" will generally consist of proof of a recent overt act or threat of
dangerousness; it may also include proof of disability and a |lack of alterna
tives to confinenent.

5. A full record on the proceedi ngs, adequate for review, should be
conpi |l ed and mai ntai ned.

6. The decision of the |ower tribunal should be appeal able to a higher
forum

7. The U.S. Supreme Court has declared that the nature and duration of
confinenment nust bear a reasonable relation to the purpose for which the
i ndividual is confined, and the confinement nust cease if the reasons which
justified it cease to exist.

In Texas, Article 5547-300 of the Mentally Retarded Persons Act (MRPA)
governs the procedures for involuntary confinenent of nmentally retarded
persons. Section 37(b) of this Act stipulates that no person can invol un-
tarily be committed to a residential care facility unless:

(1) the person is nmentally retarded;

(2 evidence is presented showi ng that because of retardation, the

person represents a substantial risk of physical inpairnment or
infjury to hinself or others ...;
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(3) the person cannot be adequately and appropriately habilitated in an
avail able, less restrictive setting, and;

(49 the residential care facility does provide habilitative services,
care, training and treatnent appropriate to the individual's needs.

If placenment in a residential care facility is deened necessary, every
effort is made to place the resident in the facility closest to his hone.
The nentally retarded person, his parent, |egal guardian, or any other interest
ed person may file an application of determination of conmtnent with the
county clerk; this nust be done in the county in which the mentally retarded
person resides. The recommendati ons of a diagnostic and eval uati on team and
a sumuary report are to be included in the application. A hearing is then
set to deternmine the appropriateness of the commtnent. Evidence presented
at the trial is based on the nbst current diagnosis and eval uation of the
i ndi vidual in question, and the party who filed the application nust prove
beyond a reasonabl e doubt that |ong-term placenent of the individual is
appropri at e,

The Equal Protection O ause

The equal protection clause of the 14th Anendnment demands that there be
adequate justification for any state action which treats certain individuals
differently fromothers; it does not, however, require that everyone be treated;
identically. This clause has been a major tool of the handicapped in their
fight against discrimnation.

Ri ght to Privacy

Privacy is the right to be alone, and this right pertains to persona
matters which include the right not to be watched, |istened to, or reported
upon without |eave, and not to have uninvited public attention focused upon
one. I nvasi on of privacy enconpasses many forns: intrusion into one's hone or

busi ness, intrusion fromunwanted publicity (by the mass nmedia), intrusion
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fromthe use of surveillance devices, intrusion by the disclosure of private
information (i.e., disclosure of client/counselor information), etc.

Wal d (1976) states that under privacy |aws, the individual who is handi capped
is guaranteed "certain areas or zones of privacy" that are delineated in the
Consti tution. These rights extend to activities which include the right to
marry, the right to make contracts and engage in business and trade, the right
to hold a job, the right to vote, the right to an education, etc. In the area
of privacy, perhaps one of the nost inportant aspects is the confidentiality
of personal records. Extensive record keeping on clients in residentia
progranms is often necessary for nedical reasons, for background information
on the individual, for devel oping individual prograns, for charting program
progress, and for ICF/ MR requirenents. Service providers should be aware of
the fact that disclosure of a client's records is necessary under certain
circunmstances. The general rule, however, is that all records, docunents,
and information on file in a residential programare to be kept confidential.

e Access to records is another right guaranteed by the Constitution. The
Freedom of Information Act provides access to federal records or records held by
agencies of the federal government. Individuals can obtain or inspect copies of
records with the exception of those records containing certain nedical or per-
sonal information. However, the general rule follows that records on file in
residential prograns are confidential and may not be subject to public inspec-
tion unless the client, his parent(s) or gaurdian consent to allow disclosure of
identifying information.

Statutes which govern confidentiality of client records in Texas include

Article 5561(h) V.A.C.S. and Section 57 of the Mentally Retarded Persons Act.
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Article 5561(h) stipulates that comuni cati on between a client and a pro-
fessional is confidential and is not to be disclosed unless nmal practice pro-

ceedi ngs are brought by the client against the professional or when, in witing,

the client waives his right to the privilege of confidentiality.
Section 57 of the MRPA stipulates that records which contain the identity,
di agnosi s, evaluation, or treatnment of any person and which are maintained in

connection with the performance of any programor activity relating to nmenta

9
retardation are to be confidential unless:

- the mentally retarded person, his parent(s), or gaurdian give witten
consent to allow disclosure of any information within the records;

- a nedical emergency warrants disclosure of information by nedica
per sonnel

- disclosure becomes necessary for purposes of management audit, finan
cial audits, program evaluation, or research approved by the department;

- disclosure is necessary in investigations concerning the abuse or
denial of rights of nentally retarded persons; or

- the court orders disclosure when good cause is shown in conpetency
cases. Here the court nmust weigh public interest and the need for

di scl osure against injury to the person receiving services. The court
must i npose appropriate safeguards agai nst unauthorized di sclosure

in determ ning disclosure of all or any part of the individual's record.

Access to school records by students 18 (+) years of age and by parents of
younger students is authorized under the Fami|ly Education Rights and Privacy
Act of 1974 (FERPA). The Act allows involved parties to inspect, copy, and
chal | enge informati on contained in educational records. Sorgen (1976) states
that it is of the utnmpbst concern that adequate rules and procedures be devised
to ensure confidentiality of information once it is inserted in the records.
Witten regul ati ons nust be pronulgated in advance in order to govern access to
records, to provide for identification of persons authorized to use them to
i nform the individual what use will be made of the data, to review the accuracy
of the data, and nost inportantly, to obtain consent

prior to the release of any data to outside 10
parties."



I nformation contained in records of the nentally retarded and nmentally

ill residents of residential prograns should include the follow ng:

10.

11.

12.

13.

14.

15.

identification data including |egal status of the resident.

the resident's history including fanm |y data, educational background,
and enpl oynment records along with physical and nental nmedical his-
tories and a record of any prior institutionalization.

conplaints or grievances listed by the resident in addition to
conpl ai nts made by others about the resident.

alisting of the daily living skills in which the resident can engage.

for the nmentally ill, an evaluation noting when the onset of the
illness occurred, the circunmstances that led to the admi ssion, and a
description of the person's intellectual, enotional, and behaviora
functi oni ng.

a sunmary of the results of all physical exam nations given.

a copy of the resident's individualized treatment plan with any
nodi fi cations nade.

a summary of every review of the treatnment plan which outlines the
success and failures of the habilitation program

a copy of the post-institutionalization plan designed for the
resident and a description of the steps taken to inplenment the plan

a medication history.

a summary of each contract a resident has with a qualified Menta
Heal th or Retardation Professional

a detailed summary of the resident's progress and/or response to the
treatnment plan, done on a weekly basis for nmentally ill residents and
on a nmonthly basis for nentally retarded residents.

a summary of the resident's work activities, done on the same
time basis as specified in #12, and the effect of these work activi-
ties on the resident's progress on the treatnent plan.

any signed orders for physical restraints, isolation, or restrictions
on visitations or comunication

a description of any extraordinary incidents or accidents involving
the residents.



16. for the nentally retarded, a summary of famly visits, a sunmary of
the resident's leaves fromthe institution, and a record of any

sei zures, illnesses, treatnents for illnesses or seizures, and inmuni
zati ons.
17. for the nmentally ill, a summary of the findings, nade by the super

i ntendent, of the 15-day review undertaken after the person is conmitted
to the hospital to determine if the person requires further hospitaliza-
tion or institutionalization.
This information is based on specifications made by the court in Watt v.
Stickney (1972). |In this particular case, plaintiffs alleged that Partlow
State School and Hospital in Tuscal oosa, Al abama was operating in an un-
constitutional manner, and that the residents were denied their right to
adequate habilitation. As a result, mninmum nedical and constitutiona

standards of operation were established, and a human rights comrttee was

formed. The Devel opnental Disabilities Assistance and Bill of Rights Act

Under the Devel opnental Disabilities Assistance and Bill of Rights Act
(Section 111), Congress guarantees persons with devel opnental disabilities
the follow ng rights:

1 Persons with devel opnental disabilities have a right to appropriate
treatment, services, and habilitation for such disabilities.

2. The treatnment, services, and habilitation for a person with devel op
mental disabilities should be designed to nmaxinize the devel opnenta
potential of the person and should be provided in the setting that
is least restrictive of the person's personal liberty.

3 Both the Federal Government and the states have an obligation to
assure that public funds are not provided to any institutional or
ot her residential programfor persons with devel opnmental disabilities
t hat

a. does not provide treatnent, services, and habilitation which is
appropriate to the needs of such persons; or

b. does not neet the follow ng m nimum standards:

(1) Provisions of a nourishing, well-balanced daily diet
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(2) Provisions ... of appropriate and sufficient nedical and
dental services.

(3) Prohibition of the use of physical restraint on such
persons unl ess absol utely necessary and prohibition of the
use of such restraint as a punishnent or as a substitute

for a habilitation program

(4 Prohibition on the excessive use of chem cal restraints
on such persons and the use of such restraints as punish-
ment or as a substitute for a habilitation programor in
quantities that interfere with services, treatnent, or
habilitation for such persons.

(5) Permssion of close relatives of such persons to visit them at
reasonabl e hours w thout prior notice.

(6) Conpliance with adequate fire and safety standards as
may be promul gated ..

4. Al prograns for persons with devel opmental disabilities should nmeet
standards which are designed to assure the nost favorable possible
outcome for those served, and ... assure that care is appropriate to
the needs of the persons being served by such programs, assure that the
persons admitted to facilities of such prograns are persons whose needs
can be met through services provided by such
facilities, and assure that the facilities under such prograns provide
for the humane care of the residents of the facilities, are sanitary,
and protect their rights ...

The Devel opmental Disabilities Assistance and Bill of Rights Act also
establishes a habilitation plan that nmust meet certain requirements in order

for a state to receive funds for residential programs. The follow ng re-

quirenents should aid the service provider in setting up such a program 14

1 The plan shall be in witing.

2. The plan shall be developed jointly by (a) a representative or
representatives of the programprimarily responsible for delivering
or coordinating the delivery of services to the person for whomthe
plan is established, (b) such person, and (c) where appropriate, such
person's parents or guardian or other representative.

3. Such plan shall contain a statement of the long-termhabilitation goals
for the person and the internediate habilitation objectives relating
to the attainments of such goals. Such objectives shall be stated
specifically and in sequence and shall be expressed in behavioral or
other terns that provide measurabl e indices of progress. The plan
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shall (a) describe how the objectives will be achieved and the barriers
that mght interfere with the achi evenent of them (b) state an ob-
jective criteria and an eval uation procedure and schedule for deter-

m ni ng whet her such objectives and goals are bei ng achi eved, and (c)
provide for a program coordinator who will be responsible for the

i mpl ementation of the plan.

4. The plan shall contain a statenent (in readily understandable fornm of
specific habilitation services to be provided, shall identify each
agency which will deliver such services, shall describe the personne
(and their qualifications) necessary for the provision of such services,
and shall specify the date of the initiation of each service to be pro
vided and the anticipated duration of each service.

5. The plan shall specify the role and objectives of all parties to the
i mpl emrent ation of the plan.

The Act also calls for an annual review of the plan by the agency pri-
marily responsible for the delivery of services as well as revisions of
i ndi vidual habilitation plans.

Par ampbunt in cases such as Watt v. Stickney (1972), O Connor v.

Donal dson (1975), and Pennhurst State School v. Hal derman (1981) are pro-

vi sions that established the rights of clients to treatnent, services, and
habi i tation.

In O Connor v. Donal dson the Court ruled that it is unconstitutional and a
violation of rights to hold a person considered (or determ ned) non-dangerous in
confinenent. The Court went so far as to i npose nonetary damages agai nst
institutional officials for such a violation.

To protect clients fromfalse pronm ses of treatnent, services, and
habilitation, the 5th Circuit Court of Appeals ruled in Watt v. Stickney that to
deprive any citizen of his or her liberty upon the altruistic theory that the
confinenent is for humane therapeutic reasons and then to fail to provide
adequate treatnent violate the very fundanentals of due process. This ruling is

based on the quid pro quo theory which prevents the liberty of citizens from

bei ng taken away on the fal se pretense that a pronised service will be
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del i vered. However, this argument was not upheld by the United States Suprene
Court and does not necessarily apply to cases outside of the jurisdiction of the
5th Circuit Court of Appeals.

I n Pennhurst State School v. Halderman the Devel opnental Disabilities
i,
Assi stance and Bill of Rights Act came under attack. The Court rul ed that

the Act did not create a "directly and individually enforceable right to

treatment and habilitation.” But the Court said nothing to weaken the con-

. . . 17
stitutional bases of such a right.

In a nost recent court case, Youngberg v. Ronmeo (1982), the Suprenme Court

held for the first tine that nentally retarded persons in state institutions
have constitutionally protected liberty interests under the Due Process Cl ause of
the Fourteenth Amendnent, including freedom from unreasonable bodily restraint,
the right to reasonably safe conditions, and the right to mnimally adequate
training.

Section 11 of the MRPA stipulates that every nentally retarded person has
the right to receive adequate treatnent and habilitative services for nental
retardation suited to the person's individual needs to naxim ze the person's
capabilities and to enhance the person's ability to cope with his environnent.
Such treatnment and habilitation is to be adm nistered skillfully, safely, and
humanely with full respect for the dignity and integrity of the person. Section

503 of the Vocational Rehabilitation Act of 1973

Section 503 of the Vocational Rehabilitation Act of 1973 stipul ates that
any contract in excess of $2,500 entered into by any Federal departnment or agency
for the procurement of personal property and nonpersonal services (including
construction) is to contain a provision requiring that federal contractors take

affirmative action to enploy and advance in enmploynment qualified handi capped

. . 19 i ndividual s. Handi capped i ndividuals can file discrimnation
suits with the
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Department of Labor if the individual believes a contractor refuses or fails to

conply with the provisions of his contract. Section 504 of the Rehabilitation Act

of 1973

Anal ogous to the Civil Rights Act of 1964, Section 504 of the Rehabili-
tation Act of 1973 has becone the mpjor tool used by handi capped individuals

to fight against discrimnation practices. Heralded as the nation's first

law to protect the civil rights of the handi capped, the Act provides that:20
No ot herw se qualified individual ... shall solely by reason of
hi s handi cap, be excluded fromthe participation in, be denied
the benefits of, or be subjected to discrimnation under any
program or activity receiving Federal financial assistance.

In general, Section 504 prohibits discrimnation against handi capped per-
sons in areas of enploynment, program accessibility, student prograns, student
activities and student services. Subparagraph 84.4 (b) (1), states that pre-
school, elementary, secondary, and adult education recipients of Federal finan-

cial assistance, in providing any aid, benefit, or service either directly

: . 21
or through any contractual, licensing or other arrangenent shall not:

1. deny a qualified handi capped person the opportunity to participate
in or benefit fromthe aid, benefit, or service;

2. afford a qualified handi capped person an opportunity to participate

in or benefit fromthe aid, benefit, or service that is not equal to
that afforded others;

3. provide a qualified handi capped person with an aid, benefit, or
service that is not as effective as that provided to others;

4. provide different or separate aid, benefits, or service to handi capped
persons or to any class of handi capped persons unless such action is
necessary to provide qualified handi capped persons with aid, benefit,
or services that are as effective as those provided to others;

5. aid or perpetuate discrinmnation against a qualified handi capped
person by providing significant assistance to an agency, organi zation
or person that discrimnates on the basis of handicap in providing
any aid, benefit, or service to beneficiaries of the institution's
pr ogr am

6. deny a qualified handi capped person the opportunity to participate
as a nmenber of planning or advisory boards; or
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7. otherwise |limt a qualified handi capped person in the enjoynent of
any right, privilege, advantage, or opportunity enjoyed by others
receiving aid, benefit, or service.

The term "qualified handi capped person” as defined under Section 504 22
nmeans:

1. with respect to enploynent, a handi capped person who, with reasonable
accommodati on, can performthe essential functions of the job in
guestion; and

2. with respect to public preschool, elementary, secondary or adult
educati onal services, a handi capped person:

a. who is of an age during which nonhandi capped persons are provided
such servi ces;

b. who is of any age during which it is mandatory under state |aw
to provide such services to handi capped persons; or

c. to whoma state is required to provide a free appropriate
public education under Section 612 of the Education of the
Handi capped Act. Section 612 ... required states to nake
avail able a free appropriate public education for all handi capped
children in the state between the ages of three and ei ghteen not
| ater than Septenber 1, 1978, and for all handi capped children
bet ween three and twenty-one not |ater than Septenber 1, 1980.
This section has described in general terns the legal rights afforded al
citizens. These various rights for the nost part are taken for granted by the
average citizen; but for those persons with devel opnmental disabilities these
rights attribute to and are a necessary part of independent living. The |ega
authorities described here protect and maintain the rights of the handi capped.
They provide the | egal basis through which the handi capped can fight clainms of

di scrimnation and obtain their goal to live as nornmal and i ndependent a life

as possi bl e.
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AC MRDD

The Accreditation Council for Mentally Retarded and O her Devel opnen-tally
Di sabl ed Persons (AC MRDD) was established in 1969 to devel op and pronote
standards for assessing residential programs. In developing these standards,
the Council had strong ideological ties with theories of normalization, the
devel opnment al nodel, individualization, and an interdisciplinary team approach
to assessing and establishing services for persons with devel opnent al
disabilities. The use of AC MRDD s standards and surveys is increasing, and
one-third of state directors are currently using them for both |licensing
pur poses and eval uati ng servi ces. Conponents

The following information is a breadkown of the AC MRDD standards as
defined by the Council:

Section 1:

I ndi vi dual Program Pl anni ng and | nplenentation; the provision of sys-

temati c and organi zed services and interventions that are designed to enhance
the lives of devel opnentally disabled individuals. These services and inter-

ventions nust be provided in accordance with a definite plan based on a
23

determination of the individual's deve lopmental status and needs.
1.1 The Interdisciplinary Process
1.2 Eval uati on and Assessnent
1.3 The Individual Program Pl an
1.4 Individual Program | nplenmentation
Physi cal Devel opment and Heal th
Mobi ity
Habi litati on, Education, and Training
Wor k and Enpl oynent

Recreati on and Leisure
Behavi or Managenent

BASAS S

il
o wdh P
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1.5 Individual Program Coordination
1.6 Programm ng Records

Section 2:

Al ternative Living Arrangenents; places of residence that substitute for

the individual's own honme or for the home of the individual's famly, and that
afford |iving experiences appropriate to the individual's functioning |evel
2.1 Attention to Normalization and Use of Least Restrictive Alternatives
2.2 Homemaker and Sitter/Compani on Services
2.3 Tenporary-Assi stance Living Arrangenents
2.4 Surrogate Fam |y Services
2.5 Congregate Living Services
2.5.1 The Congregate Living Environnment
2.5.2 staffing and Staff Responsibilities
Section 3:

Achieving and Protecting Rights: refers to the fact that because of a

devel opnental disability, individuals are frequently denied their human and
civil rights. This occurs not only in the course of their everyday lives, but
also in the course of receiving needed services. Consequently, specia

attention and effort are required to assure that these human and civil rights

are exercised and protected.25

3.1 Attention to Individual Rights and Responsibilities

3.2 Advocacy

3.2.1 Sel f-Representation
3.2.2 Personal Advocacy
3.2.3 Agency Advocacy

3.3 Protective Services
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Section 4:

I ndi vi dual Program Support; those agency activities and resources that

must be provided for and directed to the support of individual program plan-
ni ng and i npl enentati on.
4.1 Agency, Philosophy, Policies, and Procedures
4.2 Case Finding
4.3 Entry, Adm ssion, and Di scharge
4.4 Foll ow Al ong
4.5 Fami|y-Rel ated Services
4.5.1 Home Training Services
4.5.2 Fami |y Education Services
4.6 Professional Services
4.7 Staffing and Staff Qualifications
4.8 Staff Training
4.9 Volunteer Services
4.10 Governnment and Managenent
4.10.1 Governing Body and Adm nistration
4.10.2 Fiscal Affairs

4.10. 3 Personnel Policies
4.10.4 Docunentation

4.11 Program Eval uation
4.12 Provision and M ntenance of Facilities and Equi pnent
Section 5:

Safety and Sanitation: the agency's prenises, in addition to being as

nornmal i zed as possi ble, nust be safe and sanitary. Consequently, the agency
must conply with the fire, sanitation, health and environnental safety codes

and regul ations of the state or local authorities that have primary juris-

diction over these natters.
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Section 6:

Research and Research Utilization; a systematic and detailed attenpt to

di scover or confirmfacts relating to the problens associated with devel op-
mental disabilities. Research utilization includes the dissem nation of
research findings and the use of such findings to inprove services for devel op-
mental |y di sabl ed individuals. Section 7

The Agency in the Service Delivery System the service delivery system
is the network of specialized and generic service conmponents that is directed

toward neeting the general and extraordi nary needs of the devel opnentally

29

disabled individuals in the population served.
7.1 Coordination
7.2 Resource Information and Data Docunentati on Services
7.3 Community Education and | nvol venent
7.4 Prevention
7.5 Manpower Devel opnent

Organi zati on

The Council is conprised of a core of organizations and professionals
governed by a Board of Directors. The nost current organizations include:
The American Association on Mental Deficiency

Ameri can Occupational Therapy Association

Ameri can Psychol ogi cal Associ ation

Associ ation for Retarded Citizens

Counci| for Exceptional Children

Epi | epsy Foundati on of Anerica

Nati onal Association of Private Residential Facilities for the Mentally
Ret ar ded
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Nat i onal Association of Social Wrkers

Nati onal Society for Autistic Children

United Cerebral Palsy Association
The governing board is conposed of two representatives fromeach of the
vari ous organi zati ons.

The Council maintains advisory commttees made up of professionals and
techni ci ans concerned wi th adm nistration, architecture, business managenent,
denistry, dietetics and nutrition, education, library services, nedicine,
nursi ng, pharmacy, physical and occupational therapies, psychol ogy, pathol ogy
and audi ol ogy, vocational rehabilitation and vol unteer services. Their input
is of great value to the Council in devel oping the standards.

The standards established by the Council are not static and conme under
constant review and revisions in order to keep in touch with current know edge
and practice in the field. The major focus of the Council is to miintain a
systematic evaluation of existing residential facilities and prograns in
conparison to nationally recogni zed standards. The evaluation is conducted
by agencies outside the programs and is strictly voluntary on the part of the
facility.

Eligibility Requirenents

In order to be eligible for accreditation, a residential program nust be
in operation under the same ownership or control for at |east one year so that
a performance record is available for exam nation during the survey. O her
eligibility requirements include:

- the program provides services to the devel opnental |y di sabl ed and
their famlies.

- these services are part of a process of devel opi ng, inplenenting, and

periodically re-evaluating an individual program plan for each individua
served.
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- the organization is, or is seeking to becone, part of a service delivery
system of fering services that neet the needs of all developnentally disabled
i ndi viduals within the conmunity that it serves.

- the organi zation operates without regard to race, color or nationa
origin and in accordance with clearly defined adm nistrative responsibilities.

- it possesses a current license to operate, if such is required by the
state in which it is |ocated.

Steps in Applying for Accreditation

The accreditati on process sets the standards for servi ces and determ nes the
degree to which the standards are nmet. The steps involved in the accreditation
process are generally strai ght-forward and thorough.

1. The facility should becone famliar with the standards. The Counci
offers one- to two-day workshops designed to aid the service provider in
better understandi ng the standards and their applications. On-site workshops
are provided to offer nore specific assessnments as to whether an agency's
staff understands the standards as denonstrated by their attenpt to inplenent
t hem

2. A self-survey should be conducted to determ ne whether or not the
facility is in conpliance with the standards.

3. Trained AC MRDD staff or consultants will then conduct an on-site
survey. Prior to such a survey, the agency nmust conplete and return to the
Council an application for Survey, a Survey Questionnaire, a Statenment of
Conpliance with Safety and Ot her Requirenents for each of its buildings, and
any ot her docunment required by the Council

4 A "programaudit" is carried out on a sanple of residents represent
ing various ages and disabilities. The audit is designed to assess conpliance
with those standards nost directly related to the delivery of adequate
services. The surveyor's assessnments are based upon observations of the

activities of each resident in the sanple, discussions with the resident and
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with the staff responsible for implementing his or her IPP, and careful review
of relevant records. Also, an agency's responses to questions answered in a
Survey Questionnaire are taken into consideration

5. The surveyors conduct a Public Information Interview with parents,
advocates, representatives of other agencies, and concerned citizens in order
to obtain candid appraisal of the facility's strengths and weaknesses. In
order to informthose interested individuals who feel they have pertinent
information about the agency's conformance to standards, the agency must post
a notice in a public place on its prem ses which announces the dates of the
survey and the date and time of the Public Information Interview. The agency
is not, however, required to informthe mass media. The interviews |ast, at
the most, two hours. All findings that result fromthe interviews are in -

cluded in the final Survey Report upon conpletion of the survey. All infor-

mation obtained through the survey process and through public interviews
(i.e., contained in the Survey Report) is confidential between the Council and
the agency.

Finally, the AC MRDD staff members review their findings with the facility's
staff in a Summation Conference. The results of the survey are compared with
the facility's self-assessment, and evidence of areas in which there was |ess
than full compliance with the standards is cited and interpreted. Following
the survey, the facility receives a written report (i.e., Survey Report)
whi ch summarizes the findings, presents recommendations for improvement, and
conveys the accreditation decision.

A facility will receive accreditation when it meets a fixed percentage of
standards as predeterm ned by the Council's Board of Directors. Accredi -tation
is only applicable for one to two years. |If accreditation is not granted or is
revoked, the agency can apply for a re-survey six months following the Council's

deci sion.
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The series of steps involved in the decision and appeal s processes are
outlined bel ow.

1. A summation conference is held at the conpletion of the survey with
representatives of the agency and the surveyors in attendance. Surveyors
conpare their findings with the agency's self-assessnent of conpliance and
di scuss the reasons for those assessnents that differ fromthe agency's self-
assessnents.

2. Those assessnents that have been confirmed by the surveyors as not
being in full-conpliance with the standards are witten up in the Survey
Report. It is froma review of this Report and any other relevant inform
tion that the Accreditation Committee (i.e., conmposed of nembers of the Board
of Directors) makes its final decision on accreditation. The Council defers
action for 12 nonths to give the agency tine to make the necessary changes.
At the end of 12 nonths, the agency nust apply for a re-survey to determ ne
its conpliance to those standards in question.

3. If accreditaion is denied or revoked, the agency is granted an
interview with a representative of the Accreditation Council for the purpose
of debating the surveyor's findings in an attenpt to denonstrate that their
facility is in full compliance with the standards. The agency nmust request
such an interview within 20 days of receiving notification of deficiencies in
compliance with the standards. |[|f not, the Council's decision becones final

4. If a decision is made to deny or revoke accreditation at the inter
view, the agency can request an appeal and schedule a hearing before an
appeal s Hearing Panel. The Panel is conposed of three inpartial individuals
who are not nenbers of the Board, but who are chosen by the Board. Again,

the agency has 20 days to request such a hearing before the Council's decision

becomes final.
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5. At the hearing, the agency can be represented by counsel, nake ora
presentations, offer testinony, and exam ne any surveyor who participated in
the original on-site survey. The agency nust notify a surveyor 15 days in
advance of the hearing and nust submt a statement of their position.

6. Foll owi ng the hearing, the Panel submits its decision on accredita
tion to the Board of Directors. |If the Panel's decision is to deny or revoke
accreditation, the agency can appeal the decision; the Board will then review
any written responses or coments, the Survey Report, and/or any material or
i nformation that was considered by the Appeals Hearing Panel. A final decision
is made on whether or not to accredit the agency.

7. If the agency chal |l enges the reasonabl eness of any standard that it

has not found to be in full-conpliance with, the agency can request a hearing
before the Standards Conmittee of the Accreditation Council. Witten requests
fromthe agency nmust be nmade 20 days following the mailing to the agency of
notification of the accreditation decision. The Standards Comrittee reports

its judgenent of the reasonabl eness of the standard(s) in question to the

Board who may or may not anend such a standard(s). |If an anendnent is made in
favor of the agency, the agency will be re-surveyed at no cost to thensel ves.

McCann and McCann (1980) |ist several advantages of the AC MRDD survey:

1 A facility that has undergone the AC MRDD survey process and has
recei ved accreditation can be justly proud; it is one of a select group of
prograns in the country that has denonstrated its ability to provide high
cal i ber services.

2. Regardl ess of whether a facility is actually accredited, it should
profit greatly fromthe self-survey. This activity provides the staff with

an opportunity to assess their efforts carefully against a detailed set of
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nationally recognized criteria. |In the process, staff menbers are likely to
identify areas in which they can take specific steps to upgrade services.

3. There are substantial educational and consultative benefits inherent
in obtaining detail ed feedback from an i ndependent team of qualified surveyors.

4. Many adm nistrators of residential progranms have found that participa
tion in an AC MRDD survey provides their staff with a strong notivation to
take positive action to upgrade their services.

5. By participating, a facility denponstrates to the public that it is
accountable to them This can generate community and | egislative support and
can also show a genuine commitnent for excellence.

Two of the npbst negative aspects of the survey which were cited by state
directors are the costs of fees and the costs in staff tine required for the
accreditation process. How |long the survey takes depends on the facility's
size and the conplexity of its progranms. The usual anount of tinme is two to
four days and requires up to three surveyors. The facility is responsible
for one half of the survey fee; the remainder of the fee is picked up by a
grant fromthe U S. Departnent of Health and Human Services Adnministration on

Devel opnental Disabilities.
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| OF/ MR

Federal standards for Internediate Care Facilities for the Mentally
Retarded (ICF/ MR) pertain to those facilities that receive federal Medicaid
funds for health or habilitative services. As nentioned in Chapter I, the ICF
concept originated as a level of care for those individuals who did not require
24-hour, intense nursing care, but did require nore care and services than room
and board. Facilities receiving |ICF/ MR rei nmbursenent nust rigorously conform
to federal, state and |ocal |aws, codes, and regulations which relate to health
and safety standards. These standards originated fromthe original AC MRDD
standards of 1971. According to McCann and McCann (1980), the |ICF/ MR
certification process has been subject to criticismfor the foll owi ng reasons:

1 Because they are incorporated in federal regulations, the |ICF/ MR
standards are "frozen" in the | anguage of the 1971 Accreditation Counci
standards from which they are taken. In contrast, the Council's standards
have undergone extensive revision and updating in order to reflect the current
"state of the art.”

2. The federal standards were taken from AC MRDD standards that were
intended to be applied to facilities according to the needs of the residents
being served. The application of every |ICF/ MR standard to every facility has
often resulted in a rigid nodel of service which is contrary to the intent
and practice of AC MRDD.

3 | CF/ MR surveys are frequently conducted by persons who |ack training
and experience in the devel opnental disabilities field. Their inability to
meke meani ngful, programmatic judgements has, in a number of instances,
caused these surveyors to focus on quantifiable requirenents (e.g., square

footage and staff ratios) rather than programquality. However, |CF/ MR
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regul ations require that at |east one nenber of the team nust have know edge
of the problens and needs of the nmentally retarded.

4. Typically, ICF/ MR surveyors are state enpl oyees whose role is to
eval uate the prograns of other state agencies in order to determ ne their
eligibility to receive substantial amounts of federal Medicaid nmonies. The
built-in conflict of interest is clear. |In fact, some surveyors have com
pl ai ned that they are under pressure to certify facilities that they inspect

and that their failure to do so has sonetinmes been overrul ed by the higher

Rat her than repeat |ICF/ MR information contained in Chapter II, this
section will acquaint the service provider with exanples of |ICF/ MR regul a-
tions and survey procedures, typical services provided under |CF/ MR prograns,
and ICF/ MR criteria used to deternine the level of care required.

| CF/ MR standards are enforced by designated state agencies. A survey
team fromthe agency certifies a facility upon conpliance with quality assur -
ance and physical plant standards. The survey teamreviews three areas
i ncluding services, staff, and facility. Services and staffing standards are
combi ned under quality assurance nechani sns for review ng purposes. These
mechani sms nust descri be and defi ne: 34

1. services.

2. the procedures for prescribing and delivering services.

3. the qualifications and responsibilities of direct care and super
visory staff.

4. The records required for services delivered and for individuals
receiving the services.

Anot her inportant conponent contained in the ICF/ MR rules and regul a-

tions is the Life Safety Code. The Code, developed by the National Fire
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Protection Association, applies to the physical plant of the ICF/ MR The
Code is anended every three years and contains requirenments for

1 bedroom space for single and multiple occupancy.

2. control of hot water tenperature.

3. bathroom sizes and fixture descriptions.

4. kitchen and laundry facilities.

5. stairways and doorways.

6. other physical aspects.

The facility nmust have an approved fire alarm systeminstalled through a
servi ce-mai nt enance agreenent with a state certified agency. The sane agency
that installs the fire alarmsystem nust al so inspect the system annually.
Though the following list of regulations is far fromconplete, fire protec-
tion is maintained through regul atory standards such as these:

1 There nust be two neans of exit from bedroons, |iving roons, and
dining rooms with at | east one door in each roomto provide an exit to the
out side at street |evel.

2. Each bedroom nust have a w ndow t hat opens easily fromthe inside.

The openi ng nust neasure at |east 16" x 25."

3. Interior finishes on walls, floors, and ceiling are classified by
| evel s of hazards (i.e., Class "A", "B", "C'). These classifications are
flame-spread index ratings of 200 or less. |CP regulations strongly suggest

that ceilings be Class "A" (25 or |less) and carpeting be Class "B" (75 or

| ess).
4, Stairways nust conply to m ninmumrequirenments of width (36" mninun),

risers (8" maximum, and treads (9" mninmm
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5. Monthly fire drills are strongly recomended, though the standard
calls only for quarterly drills per shift. These fire drills nust be recorded
as they are one of the major docunents reviewed by the survey team
The ICF/ MR rul es and regul ations are divided into interpretive guidelines and
survey procedures, and the surveyor benefits fromthe guidelines and
procedures which serve as tools for certification, interpretation of the
regul ati ons, and suggestions on how to survey a facility. A few guidelines
are recomendati ons and not final regulations, and these particul ar guide-
lines are termed either "it is recomended"” or "at least" (i.e., "the linen
supply is at least 3 times the nunber of occupied beds," CFR 249.12.1.6ii).
The followi ng charts are exanples of standards, interpretive guidelines, and
survey procedures as they appear in the Final Interpretative Guidelines for
the Application of Regulations for Institutions for the Mentally Retarded or

Persons with Related Conditions (CFR 249.13.a.l.ii(B) and CFR 249.13.f.1.i and

i),
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(B)

(1)

STANDARD

249.13(a) (ii)(B)

Ensure that each resident
admtted to the facility:

Is fully informed of his
rights and responsibilities as
a resident and of all rul es
and regul ati ons governi ng

resi dent conduct and

responsi bilities. Such infor-
mati on nust be provided prior
to or at the tinme of adm ssion
or, in the case of residents
already in the facility, upon
the facility's adoption or
anmendnment of resident rights

policies, and its receipt nust
be acknow edged by the
resident in witing; and in

the case of a nentally retard-
ed individual, wtnessed by a
third person.

(D) It

(2

(3

| NTERPRETI VE
GUI DELI NES

is inmportant that residents
under st and what they can expect
fromthe facility and its staff,
and what is expected fromthem
The facility, therefore, has
clearly defined policies and pro
cedures for comrunicating these

expectations...not nore than
two weeks before or 5 days
after ad- m ssi on. Such

conmmuni cation is

inwiting...and interpreted
verbally..

Resident's rights and respons
bilities are presented in |an
guage understandable to the re

si dent . . Resi dents shoul d be
encouraged to ask questions about
their rights and responsibilities,
and these questions should be an
swer ed.

A statenent is signed by the re

sident, indicating an understand
ing of these rights and respons

bilities ,
record. Facility policies should

i ndicate that such a statenent is
signed by the resident no |ater

t han

5 days after

guar di an.

and is maintained in the

adm ssion and that a
copy...is given to the resident or

(D

(2

(3

(4

SURVEYCR
PROCEDURES

Surveyor reviews witten
materials that informres
dents of their rights and
responsibilities, and verifies
that they are prom nently post
ed.

Procedures for verbally inform
ing residents are reviewed for
content and identification of
the facility staff nenber(s)
assigned this function. Such
staff are interviewed to veri

fy their know edge of resident's
rights and their ability to
conmuni cate it in | anguage
under st andabl e to residents.

A nunber of resident's records
are checked to verify:

a. That residents have signed

a formindicating an under
standi ng of their rights and
responsibilities..

b. When a resident is unable to
understand this information, the
resident's guardi an or respons
ble relative has been i nforned.

A sanple of residents are in
terviewed to verify their under
standing of their rights.



(i)

STANDARD

249.13(f) (1) (i) and (ii)

There shall be a written staff
organi zation plan and detailed
written procedures, which are
clearly communicated to, and
periodically reviewed with,
for meeting all potentia
emergenci es and disasters
pertinent to the area, such as
fire, severe weather, and m ssing
persons.

st af f

The plans and procedures shall be
posted at suitable locations
t hroughout the facility.

Evacuation drills shall be held
at |east quarterly, for each
shift of facility personnel and
under varied conditions in order
to:

(A Insure that all personne
shifts are trained to per
form assi gned tasks;

(B Insure that all personne
on all shifts are famliar
with the use of the fire-
fighting equipnent in the
facility; and,

(Q Evaluate the effectiveness
of disaster plans and pro
cedures.

(1)

(i)

| NTERPRETI VE
GUI DELI NES

The disaster plan is developed in
conjunction with medical resources in
the community and coordination with
other community disaster
preparedness activities. The plan
includes procedures for prompt
transfer of residents and records to
an appropriate facility;
fire/emergency drills, in accordance
with Life Safety Code; arrangements
by community resources in event of

di saster.

Witten records of fire drills and
di saster drills give in detail: (1)
the plans for assignment of personne
to specific tasks and responsi -
bilities; (2) instructions relating
to the use of alarmsystems and sig-
nals; (3) information concerning

met hods of fire containment; (4) sys-
tems for notification of appropriate
persons; (5) information concerning
the location of firefighting equip-
ment; (6) specification of evacua-
tion routes and procedures

(i)

(i)

SURVEY
PROCEDURES

The surveyor verifies that
procedures or infornmation
are posted for:

Evacuati on routes; assignnent
of personnel; location and
instructions for use of

equi pnent; and frequency of
drills. Check plan for cover-
age of internal as well as
ext ernal disasters. Check
pl an for revi ew program and
determ ne whether there is an
ongoi ng training program
Talk with staff to verify

awar eness of plan and

assi gnment s.

Surveyor exanmines the witten
record of fire drills and
disaster drills to assure
that procedures outlined in
the organi zation plan were
fol | owed



The survey process tends to be hectic and often a tense period of tinme for
many | CF/ MR service providers. The survey team consists of approxinmately 3
qualified professionals (i.e., a nurse, nutritionist, and social worker), each
focusing on his/her own area of specialty during the survey. As one service
provi der observed, the survey team begins their first day's visit asking for al
rel evant docunents, "and then some." After review ng the documents, they
generally separate and go on to specific areas of their own expertise.

The survey process is enunerated bel ow for easy reference:

1 The facility's staff are to conplete a self-evaluation, paying partic
ular attention to those areas designated as deficiency problens fromthe pre
vious facility survey.

2. The survey team arrives on a designated day for a three- to four-day
exam nation of the facility.

3 Prior to the visit, the team sends the service provider a two to three-
page report enunerating the areas they want to focus on (including all rel evant
docunent s) . >

Not e:  Throughout the survey, the team discusses with the staff those pro-
bl ems that have occured over the past year. The staff nust also be prepared to
answer an undeterm ned number of questions concerning the program and the physi-
cal plant. If it is determined by the survey teamthat certain areas of the
program are not being met, an outside consultant is sent in to help pinpoint pro-
bl em areas and reorgani ze the nost urgent program needs.

4.  Upon conpletion of the survey, the team neets with the adm nistrators

to discuss their conclusions which have been witten up in a Summati on Report.

At this tine, the staff receives a Deficiency Plan which enunmerates those areas

that do not comply with the regul atory standards. For each deficiency area,

the service provider nust prepare a Plan of Correction that addresses each area
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of deficiency. When these areas have been corrected, they are dated and cross-
referenced to the appropriate deficiency in a final report. The facility is
usually given at | east 30 days to correct any deficiencies, but the tine period
can vary depending on the program and the nature of the deficiencies. There are
two classifications of deficiencies:

a. Deficiencies that are required to be nmet by the ICF/ MR rul es and reg
ul ati ons.

b. Recommendati ons by the survey teamthat are not required to be net, but
can | ead to deficiencies at subsequent surveys. For instance, one |ICF/ MR faci
ity (located near a busy street) had a fence surrounding the conplex. The sur
vey teamfelt the fence made the facility look "too institutional"” and recom
mended that it be taken down.

When deficiencies are noted by the survey team the facility is put on
a Vendor-Hold. This sinply neans that Medicaid paynents are discontinued unti
the facility corrects the deficiencies in order to conply with I CF standards
The npst extreme action that can be taken against a facility is a conplete can
cellation of the ICF/ MR program as contractually agreed upon. |In Texas, the

Depart ment of Human Resources has an Automatic Cancellation Clause in their con

tracts with vendors.
5. Finally, the survey teamre-visits the facility to check only those
areas which had been designated as deficiencies. Upon conpletion of the second

visit, the teamneets with the staff in a Wap-Up Session to discuss final dec

sions (i.e., whether or not to drop the Vendor-Hold, give the facility conpli
ance status, cancel the program etc.). Provider agreenent and certification of
the facility is recommended by the survey teamwhen it is deternined that al
defici enci es have been corrected and the facility is in conpliance with ICF

standard rul es and regul ations.
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The Life Safety Code is another inportant area that the teamclosely in-
vestigates. The service provider nust renmenber that the National Fire Safety
Code sections are extrenely inportant for certification purposes and strict ad-
herence to the rules and regulations is necessary. Also, a facility nust have a
programin operation at least 30 to 90 days prior to applying for certification

As can be seen fromthe survey process, the team of surveyors is very
thorough in its approach to making sure the |ICF prograns are followed "to the
letter of the law," and particular attention is given to docunentation to de-
termine that records and reports are accurate and technically correct. The team
can be very fastidious about various aspects of the physical plant (even down to
the smallest detail). Such a thorough investigation serves to ensure a safe and

secure environment for the residents. | CF/ MR Services

Pr of essi onal and special service needs of residents of ICF/ MR s are deter
m ned by interdisciplinary teans made up of representatives fromeach service
area under contract with the facility. The team conducts an eval uation of each
i ndi vi dual and his/her active treatnment plan prior to adm ssion to the program
re-evaluation is conducted every nonth thereafter
The active treatnment plan is an inportant conponent of |ICF regul ations
since Congress has stipulated that such a plan nust exist in order for a resi
dent to receive Medicaid support. The active treatnent plan is devised in such
a manner as to develop the resident's fullest functional capacity and requires
(CFR 249.10.d.1.v): ¥
A Regul ar participation, in accordance with an individual plan of care
in professionally devel oped and supervised activities, experiences, or
t her api es.
B. An individual "plan of care" which is a witten plan that sets forth

measur abl e goals or behaviorally stated objectives and prescribes an
i ntegrated program of individually designed activities, experiences
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or therapies necessary to achieve such goals or objectives. The overal
objective of the plan is to attain or to maintain the optinal
physical, intellectual, social, or vocational functioning of which the
i ndi vidual is presently or potentially capable.

C An interdisciplinary, professional evaluation consisting of conplete

nmedi cal , social and psychol ogi cal diagnosis and eval uati on, and an

eval uation of the individual's need for institutional care, prior to
but not to exceed 3 nonths before admi ssion to the institution or, in
the case of individuals who nake application while in such institution
bef ore requesting paynent under the plan...The evaluation is conducted
by a physician, a social worker and other professionals.

D. Medi cal , social, and psychol ogical re-evaluation at |east annually
by the staff involved in carrying out the resident's individual plan
of care, including review of the individual's progress toward neeting the plan
obj ectives, the appropriateness of the individual plan of care, assessnent of
continuing need for institutional care, and consideration of alternate methods of
care.
E. An individual post-institutionalization plan (as part of the individua
pl an of care) devel oped prior to discharge by a qualified nental retardation
prof essi onal and other appropriate professionals, including provisions for
appropriate services, protective supervision, and other ' foll ow up
services in the resident's new environment.

Speci fic services included under the I CF programinclude: dental services,
training and habilitation, food and nutrition services, nedical services, nursing
servi ces, pharmacy services, physical and occupational therapy, recreational ser-
vi ces, psychol ogical services, social services, speech pathol ogy and audi ol ogy
services, laundry services, and resident-living services. Each service area has
standard rul es and regul ati ons (where applicable) for staff and staff duties
i ncludi ng procedures, record keeping, facility mintenance, and special consid-
erations (i.e., energency cases). For exanple, nmedical services are stipulated
as being avail able for each resident seven days a week on a 24-hour basis. The
facility's health service nurse is responsible for follow ng and recording pre-
ventive neasures, treatnents, and medication as prescribed by the staff physician
Resi dents are given an annual exami nation requiring vision and hearing check-ups,

| aboratory tests (if necessary, imunizations and tuberculosis tests, and reports

on comuni cabl e di seases and infections.) Thorough nedical records nust be kept
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on every resident. Adequate space, facilities, and equi pnent nust be provided to
neet the residents' nedical needs. Finally, under special considerations, if an
i ndi vidual 's inmunization record is needed and cannot be obtained, the physician
shoul d be contacted to certify that the individual is free of conmunicable

di seases. Also, if the physician is unavailable during an energency, the indi-

vidual s) should be taken to a hospital emergency room |.Q and Adaptive Behavi or

Before any details of ICF |evels of care are discussed, it mght be hel pfu
to acquaint the service provider with the various |evels of nmental retardation.
To di agnose an individual as being "nentally retarded," that individual's
intellectual functioning (or neasured intelligence) is not the only consideration
the individual's ability to adapt in his environnent is another inportant com
ponent. Both intellectual functioning and adaptive behavior are broken down into
degrees of inpairnment, and the individual who is classified as nmentally retarded
nust mani fest deficiencies in both these areas. The degrees of inpairnment are
divided into four categories: MI|d, Moderate, Severe, and Profound.

The two tests nost widely used to nmeasure intelligence are the Stanford-

Bi net and the Wechsler Scales. Though 1Q alone is not a good indicator of
whet her or not the individual can adapt to his environnent, the | Q val ues that

correspond with the four |levels of nmental retardation are presented

lowing chart:' jn the fol -38

LEVELS  gTAI NED | NTELLI GENCE QUOTI ENT
St anf or d- Bi net Wechsl er Scal e
M LD (s.d. 16) (s.d. 15)
67-52 69-55
MODERATE 51-36 54-40
SEVERE 35.20

PROFOUND 19 and bel ow
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The classification of the obtained scores is based upon the assunption
that the abilities nmeasured by intelligence tests are distributed in the gen-
eral popul ation according to the normal probability curve. The separation into
four levels of nental retardation is scaled in ternms of standard deviation (s.d.)
units which describe the distribution of scores in the general popul ati on that
woul d be expected for a particular test if the abilities nmeasured by the test
are normal |y distributed.

Unfortunately, there has been a tendency to |look primarily at a person's
intelligence scores when diagnosing the individual as nentally retarded. This
occurs mainly because the criteria for 1Q scores is quantitative while the cri-
teria for adaptive behavior is qualitative and, as a result, nore difficult to
measure. Two of the scales npost widely used to nmeasure adaptive behavior are
the Vineland Social Maturity Scale and the AAMD Adaptive Behavi or Scal e. Since
an inportant test of independent living is how well the individual can adapt to
his environnent, the focus for service providers should be on the client's

| evel of adaptive behavior first, and 1Q should be used only as a correlary
measure. Looking at the client froma devel opmental perspective, the AAMD has
devel oped ei ght dinmensions of adaptive behaviors:

1. Sensorimotor skills 2.

Conmruni cation skills

3. Self-help skills

4., Socialization (ability to interact with others)

5. Application of basic acadenmic skills in daily life activities

6. Application of appropriate reasoning and judgenent in nastery of the
envi r onment

7. Social skills (participation in group activities and interpersona
rel ati onshi ps)

8. Vocational and social responsibilities and performance



The AAMD devel oped a table that illustrates the highest |levels of inde-
pendent functioning, physical abilities, comrunication skills, social skills,
economi c activity, occupation, and self-direction at given ages of devel opnent.
The table is presented here to help illustrate the necessity of using |evels of
adaptive behavior and functioning skills as criteria for entering clients into

i ndependent living prograns. The table is extrapolated fromthe AAVD Manua

39
on Termi nology and Classification in Mental Retardation
ACE AND LEVEL
| NDI CATED | LLUSTRATI ONS OF HI GHEST LEVEL OF ADAPTI VE BEHAVI OR FUNCTI ONI NG
Age 2 years and I ndependent functioning; Drinks fromcup with help; cooperates
above: by opening mouth for feeding.
Pr of ound Physical: Sits unsupported or pulls self upright nmonmentarily;

reaches for objects; has good thunb-finger grasp; manipul ates
objects (e.g., plays with shoes or feet).

Communi cation: Inmitates sounds, |aughs or snmiles back (Says
"Dada, buh-buh" responsibly); no effective speech; my com
muni cate in sounds and/or gestures; responds to gestures and/
or signs.

Social: Indicates knowing famliar persons and interacts non-
verbally with them

Age 3 years: I ndependent functioning: Attenpts finger feeding; "cooperates"
Severe with dressing, bathing, and with toilet training; may renpbve
Age 6 years and clothing (e.g., socks) but not as an act of undressing as for
above: bath or bed.
Pr of ound Physical : Stands al one or may wal k unsteadily or with help;
coordi nates eye-hand movenents
Communi cation: One or two words (e.g., Mama, ball) but pre-
dom nantly vocalization
Social: My respond to others in predictable fashion; com
muni cat es needs by gestures and noi ses or pointing; plays
"patty-cake" or plays imtatively with little interaction;
or occupies self with toys for a few m nutes.

Age 3 years: I ndependent functioning: Tries to feed self with spoon; con-
Moder at e si derable spilling; renoves socks, pants; "cooperates"” in
Age 6 years: bat hi ng; may indicate wet pants; "cooperates" at toilet.
Severe Physical : Wal ks al one steadily; can pass ball or objects to
Age 9 years: others; may run and clinmb steps with help
Pr of ound Communi cation: My use four to six words; may comruni cate

many needs with gestures (e.g., pointing).
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Age 3 years:
M1 d Age
6 years:
Moder at e
Age 9 years:
Severe
Age 12 years
and above:
Pr of ound

Age 6 years:
M I d Age
9 years:
Moder at e
Age 12 years
and above:
Severe
Age 15 years
and above:
Pr of ound

Age 9 years:
MId Age

12 years;
Mbder at e

Age 15 years

Social: Plays with others for short periods, often as paralle
pl ay or under direction; recognizes others and nay show
preference for sone persons over others.

I ndependent functioning: Feeds self with spoon (cereals, soft
foods) with considerable spilling or nmessiness; drinks

unassi sted; can pull off clothing and put on sone (socks,
undercl ot hes, boxer pants, dress); tries to help with bath or
hand washing but still needs considerabl e hel p; indicates
toilet accident and may indicate toilet need. Physical: My
climb up and down stairs but not alternating feet; may run and
junmp; may bal ance briefly on one foot; can pass ball to others;
transfers objects; may do sinple formboard puzzles w thout

ai d.

Comruni cation: May speak in two or three word sentences
(Daddy go work); nane sinple commn objects (boy, car, ice
cream hat); understands sinple directions (put the shoe on
your foot, sit here, get your coat); knows people by nane. If
non-verbal, may use nmany gestures to convey needs or other

i nformati on.

Social: May interact with others in sinple play activities,
usually with only one or two others unl ess guided into group
activity; has preference for sone persons over others.

I ndependent functioning: Feeds self with spoon or fork, may
spill sone; puts on clothing but may need help with small but-
tons and jacket zippers; tries to bathe self but needs hel p;
can wash and dry hands but not very efficiently; partially
toilet trained but may have acci dents.

Physical: My hop or skip; may clinb steps with alternating
feet; rides tricycle (or bicycle over 8 years); may clinb
trees or jungle gym play dance ganmes; may throw ball and hit
target.

Communi cation: My have speaki ng vocabul ary of over 300 words
and use grammtically correct sentences. |If non-verbal, may
use many gestures to communi cate needs. Understands sinple
ver bal communi cations including directions and questions ("Put
it on the shelf." "Wiere do you live?"); (Sone speech may be in-
di stinct sonmetines). My recognize advertising words and
signs (lce Cream STOP, EXIT, MEN, LADIES). Relates experi-
ences in sinple | anguage.

Social: Participates in group activities and sinple group
ganes; interacts with others in sinple play ("Store," "House,")
and expressive activities (art and dance).

I ndependent functioning: Feeds self adequately with spoon and
fork; can butter bread; (needs help with cutting neat); can
put on clothes and can button and zi pper clothes; may tie shoes;
bathes self with supervision; is toilet trained; washes face
and hands wit hout hel p.
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and older:
Severe

Age 12 years
Mld

Age 15 years

and above:
Moder at e

Age 12 years
MId

Age 15 years

and above:
Moder at e

Age 15 years
and adul t:

Mld
Not e: I ndivid-
ual s who routine-
Iy perform at
hi gher | evel s of

Physical: Can run, skip, hop, dance; uses skates or sled or
junp rope; can clinmb up or down stairs alternating feet;

can throw ball to hit target.

Communi cation: May comruni cate in conpl ex sentences; speech

is generally clear and distinct; understands conpl ex verba
comuni cation including words such as "Because" and "But."
Recogni zes signs, words, but does not read with conprehension
prose material s.

Social: May participate in group activities spontaneously;

may engage in sinple choices which are nmai ntai ned over weeks
or nonths.

Economi c Activity: My be sent on sinple errands and make
sinmpl e purchases with a note; realizes noney has val ue but
does not know how to use it (except for coin machines).
Qccupation: May prepare sinple foods (sandw ches); can help
with sinple household tasks (bedmaki ng, sweeping, vacuum ng);
can set and clear table.

Self Direction: My ask if there is "work"” for himto do;
may pay attention to task for 10 minutes or nore; nmakes efforts
to be dependable and carry out responsibility.

I ndependent Functioning: Feeds, bathes, dresses self; may

sel ect daily clothing; may prepare easy foods (peanut butter
sandwi ches) for self or others; conbs/brushes hair; may shanpoo
and roll up hair; may wash and/or iron and store own cl othes.
Physi cal : Good body control; good gross and fine notor coordi-
nati on.

Communi cation: My carry on sinple conversation; uses conpl ex
sentences. Recognizes words, may read sentences, ads, signs,
and sinple prose material with some conprehension.

Social: My interact cooperatively and/or conpetitively with
ot hers.

Econom ¢ Activity: My be sent on shopping errand for severa
items without notes; nmkes m nor purchases; adds coins to dol -
lar with fair accuracy.

Occupation: My do sinple routine household chores (dusting,
gar bage, di shwashing; prepare sinple foods which require

m Xxi ng) .

Self Direction: My initiate nost of own activities; attend to
task 15-20 minutes (or nore); may be conscientious in assun ng
much responsibility.

I ndependent Functioning: Exercises care for personal groom ng
feedi ng, bathing, toilet, may need health or personal care re-
m nders, may need help in selection of purchase of clothing.
Physi cal : goes about hometown (| ocal nei ghborhood in city,
canmpus at institutions) with ease, but cannot go to other towns
al one wi thout aid; can use bicycle, skis, ice skates, tranpo-
line or other equipnent requiring good coordination
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conpet ence in
adapt i ve behavi or
than il lustrated
inthis pattern
shoul d not be
consi dered as de-
ficient in adap-
tive behavi or.
Since by defini-
tion an individ-
ual is not re
tarded unl ess he
shows si gni fi cant
deficit in both
neasured intelli-
gence and in a-
dapti ve behavi or,
t hose i ndi vi dual s
who function at
hi gher |evel s
than il lustrated
here cannot be
considered to be
ret ar ded.

ICF/MR Criteria for

Communi cation: Communi cate conpl ex verbal concepts and under-
stands them carries on everyday conversation, but cannot discuss
abstract or phil osophical concepts; uses tel ephone and com
muni cates in witing for sinple letter witing or orders but
does not wite about abstractions or inportant current events.
Social: Interacts cooperatively or conpetitively with others
and initiates some group activities, primarily for social or
recreational purposes; may belong to a |ocal recreation group or
church group, but not to civic organizations or groups of
skilled persons (e.g., photography club, great books club, or
kennel club); enjoys recreation (e.g., bowing, dancing, TV,
checkers, but either does not enjoy or is not conpetent at
tennis, sailing, bridge, piano, or other hobbies requiring
rapid or involved or conplex planning and inpl ementation.
Econonmic Activity: Can be sent or go to several shops to make
purchases (without a note to shopkeepers) to purchase severa
items; can make change correctly, but does not use banking
facilities; may earn living but has difficulty handling noney
Wi t hout gui dance.
Cccupation: Can cook sinple foods, prepare sinple neals; can
perform everyday househol d tasks (cl eaning, dusting, dishes,
| aundry); as adult can engage in sem-skilled or sinple skilled
j obs.
Self Direction: Initiates nost of own activity; will pay at-
tention to task for at |east 15-20 nminutes; conscientious
about work and assumes nuch responsibility but needs gui dance
for tasks with responsibility for major tasks (health care,
care of others, conplicated occupational activity).

Level of Care Reguired

As nentioned earlier,

there are three ICF levels of care, and each | evel

must adhere to strict criteria in admtting and providing services to residents.

The service provider may find the follow ng information usefu

which facility wll

when deci di ng

best serve his clients. Level |

No nore than 15 beds are pernmtted, as the number of residents cannot

exceed that capacity,

m ng.

to evacuate the facility in case of an emergency,

for

supervision on a

cause they are capable of |earning sinple manua

I ndi viduals who reside in this ICF | eve

rehabilitation,

nor exceed the facility's provision for adequate program
must be anbul atory, nust be able
must be under active treat nent
and they require only a mniml anount of care and
daily basis. These individuals are educable or trainable be-

services or trades.
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According to information compiled by the Texas Department of Public Wel -
fare (1975), ICF Level | residents' functional levels include the following: 40
1. fair social awareness;
2. good motor devel opment;
3. probability of experiencing and profiting from self-help guidance

4, mniml retardation in sensorimotor areas;

5. capability of social and vocational devel opment to an adequate |eve
with proper education and training

6. a need for supervision and guidance under serious social or economc
stress.

Level V

Level V facilities are for moderately retarded individuals who do not re
quire 24-hour nursing care, but do require more care and supervision than the
Level | (15 beds or less), and for whomthe best devel opmental progress can be
achieved in an institutional setting. These individuals can be ambul atory, or
mobi | e non-anmbul atory, and they, too, are considered trainable.

According to the DPW the followi ng functional levels apply to residents who
reside in this particular ICF |evel

1. The individual's condition is such that more services are needed fins
at any given time (including licensed nursing, observation and eval uation).

2. The individual has fair motor devel opment but poor muscle coordination.

3. The individual can develop limted social skills.

4, Communication skills are limted; the individual speaks in simle
phrases, learns to write his/her own name, can read sinmple sentences, and has a
short attention span and variable concentration

5. The individual is generally slower to profit fromtraining in self-

hel p skills and requires much supervision
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6. The individual exhibits overt sexual behavior and exhibitionism

7. The individual frequently displays antisocial behavior and has enotion
al instability with extreme and uncontrol | abl e outbursts, destructive tenden
ci es, and obsessive-conmpul sive behavior (fantasies, phobias, rituals).
Level Vi

I ndi vidual s who reside at this particular ICF I evel require intensive
nursing services and supervi sion on a 24-hour basis. All health services are
under the direct supervision of licensed nurses who alternate three-hour shifts
per day. These individuals can be anbul atory, nobile non-anbul atory, or non-
anmbul at ory; however, health and notor problens do tend to be the major factors
with these clients.

According to the DPW the followi ng functional levels apply to individuals
at this level:

1 These individuals are severely or profoundly retarded and have
m ni mal capacity for functioning in sensorinotor areas.

2. Sonme notor devel opnent is present.

3. They are totally incapable of self-nmaintenance and need conpl ete care
and supervi sion.

4. They display little or no speech and are usually noncomruni cabl e.

5. They may exhibit extrene | ethargy, passivity, or hypernobility.
6. |Inpulsive destructive behavior as well as self-nutilation tendencies may
exist. 7. These individuals are subject to violent enotional outbursts.

8. Regressi ve response may occur and frequently conplete infantile be
havi or.

Si x- Beds- Or - Less

The state of Texas has adapted a new | evel of care which affects facility
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size and site | ocation. Rul e 326.35.03.055 or the "Si x-Beds-Or-Less" Rule

requires that requests for ICF certification be limted to a nmaxi num of six
beds per facility, and that the facility is located within an incorporated city.
Also, the facility nmust be the only facility of its type within a three-mile
radi us, and access to comrunity resources nust be well docunented. A conpre-
hensi ve needs assessnent is required to identify the nunmber of devel opnentally

di sabl ed persons residing in the community and surroundi ng geographic area.
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Case Managenent

A system of cooperative services becones a necessary part of the alter-
native residential program as the nmovenent digresses froma nedical nodel of
practice. Such a linkage of services enables group home residents to function
fully and integrate into the comunity as mandated by their legal rights to
treatnent, and to live in the least restrictive environnent. As a result, each
i ndi vi dual resident nust be dealt with on a case-by-case basis within the total
service delivery system

- Case managenent services are mandated by the Devel opnental |y Di sabl ed Assistance

and Bill of Rights Act of 1978 (P.L. 95-602). These services are defined as
those efforts which assist devel opnental |y di sabl ed persons in gaining access to
all needed support services, which coordinate the services provided, and which
nonitor the progress of clients over tine. Such services are to be provided on
a life-long basis.

Intagliata (1980) states that though P.L. 95-602 assures the devel opnentally
di sabl ed person conprehensive, coordinated, and appropriate services, the def-
inition falls short of stipulating how need is to be determ ned. |In keeping
with current ideology in the service field, the definition of need nust take
into account the normalization principle and the devel opnental nodel. The serv-
ices to be provided should be those which enabl e devel opnmentally di sabl ed persons

to live a culturally "normal"” life in the least restrictive environment and to
achi eve the highest |evel of growth and devel opment of which they are capable.41

Stein (1980) defines case nanagenent as a nechani smthrough which individua

needs are identified, plans to address these needs are fornul ated, and services
necessary to attain the goals established in a case plan are rmbilized.42 Case

managenent systems vary and are often based on the staffing patterns of each
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program Basically, case managenent activities include the follow ng:
1 Intake
2. Assessnent
3. Case planning
4. Referral and followup

5 Case coordination, linking to services, nonitoring services and service
qual ity assurance

6. Inplenmentation of the plan of care

7. Ongoi ng assessnent

8 Plan of termnation

9. Case recording

10.  Supervision of staff
11.  Advocacy

A review of case nmanagenent nodel s based on staffing patterns reveals the
various approaches taken by agencies. One such nodel designates a single worker
as case manager. This person is responsible for all case managenent activities
with the exception of providing the direct services. Here the case nanager is
responsi bl e for choosing, coordinating and nmonitoring the direct-care service
agencies for their clients.

A second nodel takes the team approach to case nanagenent (i.e., an
interdisciplinary teamnodel). Teams of professionals (i.e., social workers,
counsel ors, physicians, etc.) work closely together to provide the resident
direct services through various professional skills and know edge. One nem ber
of the teamis assigned the task of case coordinator and is responsible for
tasks such as arranging for the needed services, gathering information
descri bing individual progress in case plans, dissemnating information to the

other team nenbers, calling team neetings, etc. The team approach has severa
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advant ages over the single worker case nmanager as it:

-provi des conti nuous and coordi nated coverage of services through nore
t han one person.

-offers a variety of input fromnore than one source for nore effective
care and pl anni ng.

-elimnates the possibility of staff burnout so common with the single

wor ker case manager nodel .

-keeps the resident from becon ng too dependent on one staff menber al one.
Anot her case managenent nodel divides tasks between two or nore individuals. For
exanpl e, one person may be assigned the responsibility of assessnent and di -
agnosi s, another may be responsible for linking the residents to services and
then nonitoring their progress for quality assurance of the services, while stil
anot her may be responsible for witing up each plan of care, instructing house
parents in carrying out each plan of care for their residents, verifying that
such plans of care are being followed for each resident, and so on. This node
falls between the single worker case manager and the team concept. Though nodel s
may vary, the agency tasks involved in case nanagement are

simlar. A report fromthe National Home Caring Council (1976) lists the

43

nunmer ous case nmanagenent tasks with which nbst agenci es nust contend. The

list is included here in order to give the service provider an idea of what
is involved in providing services for each resident in their program

Initial screening of application

Gat hering information about eligibility

Maki ng hone visits to verify need or get information
Conducting financial reviews to determ ne fee

Ascertaining involvement potential of a responsible adult
Deci di ng upon eligibility for services

Det erm ni ng nature of presenting problem or need

Maki ng appropriate referral when applicant is found ineligible
Assigning priority to the situation (case)

10. Making a diagnostic assessnent of the applicant's situation and needs
11. Obtaining nedical or other professional diagnhosis or orders

12. Determ ning action to be taken or services to be rendered

WO NoOUOWDN P
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13.
14.

15.

16.

17.
18.
19.

20.

21.
22.
23.
24.

25.

26.

27.
28.
29.

30.

31
32.
33.
34.
35.
36.
37.

38.
39.
40.
41.
42.
43.
44,
45.
46.
47.

48.
49.

Det erm ni ng hours, days, duration of service

Det erm ni ng additional social or other services needed and naking
referra

Working with individual or famly to establish service goals and

obj ectives

Interpretation plan of service or role of aide to individual and/

or famly

I ntroducing aide to individual and/or famly

Instructing aide in plan of care

Keep abreast of devel opnents, changes in individual or famly situa
tion

Recogni zi ng need for and obtaining consultation with another profes
si onal discipline

I nvestigating, evaluating energency report from aide

I nvestigating conplaint fromindividual or fam |y being served

Eval uating conplaint fromindividual or famly being served

Coordi nati ng work of aide and other professionals serving individua
or famly

Serving as |iaison between aide and person responsi ble for plan of
care

Confirm ng aide is receiving nursing and/or other supervision by con
tracting agency (if other than your own)

Mai nt ai ni ng contact with aide to identify case problens, new needs
Verifying that plan of care is being carried out

Conducting staff conferences to review case situations, utilization
of services

Maki ng di agnostic reassessnent of individual or famly situation and
noverment toward goal s

Obt ai ni ng updated nedi cal or other diagnosis, plan of care

Deci di ng upon revisions in plan of care

Reassessi ng hours, days, duration of service

Instructing aide in revised plan of care

Advi sing individual and/or fam |y about revised plan of care

Determ ning newly devel oped needs for other services and referra
Maki ng di agnostic assessnent of appropriateness, tineliness of term
nation

Meeti ng and/or discussing with nmedical and other professionals to con
firmterm nation

Di scussing term nation plan with aide

Di scussing termination plan with individual and/or fanmly

Observi ng performance of aide at work

Gving instructions to aide on how tasks should be done, how to organ
i ze work

Hol di ng sessions with aide to discuss nethods of work to inplenent plan
of care

Bei ng available to aide for consultation, assistance, help in seeking
technical information

Assessing quality of aide's perfornmance

Witing yearly formal evaluation of aide

Obtai ning reports fromnurse, client and others regarding aide's

per f or mance

Schedul ing: selection of aide to be assigned

Schedul i ng: establishing work schedul es of aides
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50. Scheduling: replacenment of sick aide

51. Scheduling: days off, vacation, |eaves

52. Receiving and checking tinme sheets of aides

53. Maintaining case records

54. Assisting in devel opnment of the social worker's casework plan

55. Participating in joint planning, coordinating neetings pertaining

to case

56. Assisting in developnment of nursing care plan

57. Assisting in devel oping supplenmentary services plan (e.g., arrange-
ments for tel ephone reassurance, chore service, neals on wheels, etc.)

Case managenment focuses on individual cases. Service nanagenent is the
support system for case managenent and the direct service activities. Service

. : . 4
imanagenment involves the follow ng functions and tasks that cut across all cases:

1. Administrative supervision of direct service workers/recruitment and

enpl oynment, training and staff devel opnent, scheduling of workers,
eval uati on of workers

2. Inter- and intra-agency coordination

3. Records and reports

4. Quality assurance for the total program

5. Community rel ations

The agency enploying direct-care services is responsible for service man-
agenment functions. For instance, if first aid training is given to house-
parents, the agency is responsible for such tasks as seeing that such training
covers all required areas, is given by qualified instructors, etc.

At the very center of the casemanagenent systemis the service delivery
node. The node can be viewed as a pathway for clients to follow in receiving
needed services. The Center for Urban Affairs and Comunity Services at North
Carolina State University (1978) lists six functions in the client pathway as
fol |l ows:

1. Intake/Entry

Intake/ Entry involves the initial general assessment of the residents, a

di scussion of the residents' problens a listing of services the residents wll
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require, and a completion of the necessary forms (i.e., eligibility forms).
Depending on the extent of the resident's needs of problems, he either exits from
the system through information services and referral or he is routed through the
Emergency function
Emergency. The emergency function is for those clients who have time-
critical problems and need services immediately. Once the time-critical
functions are met, the case manager and client move on to the Problem
Assessment function (no. 2).
Sel f-Service. The self-service function is for clients that do not need
case management but who do need information and possibly a referral for
specific services. Once this has been accomplished, the client can
usual ly exit fromthe system
2. Problem Assessment
At this point, the client and case manager make an extensive assessment
of needs and problems. The client is viewed in a holistic manner, and an at -

tempt is made to see the client's situation as a whole rather than as frag-
mented parts

3. Service Planning

A comprehensive plan is formul ated between the client and the case manager
for receiving services, the results desired, and an estimated time frame for
completion or termnation of the services.

4. Service Provision

Service Provision is the actual delivery of direct services as formulated
in the service plan. This is accomplished through direct service providers
(i.e., educators, doctors, rehabilitation specialists, etc.) and is directed
toward specific client goals. The case manager keeps a constant check on ser
vices to see that the client's goals are met.

5. Monitoring

The Monitoring function is closely tied to the Service Provision function

It provides for continuous checking and re-checking of the Service Provision
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efforts by the case manager

6. Follow-Up

At a designated time following the completion of the Service Provision
function, the client is contacted for a report on his current status. [If the
client has unmet needs, or if earlier problems have recurred, the client may re-
enter the systemto have these needs resolved. The Follow-up function also
provi des a means of checking on quality assurance of the services.

Finally, the service provider should be aware that there are barriers that

could block case management efforts. Six such barriers could include the fol -

Iowing:46

1. Economc barriers - those who cannot pay for services cannot get them

2. Cultural barriers - how the agency is viewed by different groups within
the community; for example, as a "welfare agency"

3. Language barriers - prevent open inquiring about services

4. Information barriers - when the community is not aware of the agency's
exi stence or purpose

5. Professional barriers - inmposed by professional traditions and referra
practices of physicians and other health and social service providers

6. Agency policy barriers - when age, diagnosis, geography or simlar
policy decisions prevent access to needed services

According to the National HomeCaring Council, these barriers can be easily
removed by such tactics as educating the public, utilizing advocacy activities
within the community, assuring that written intake policies and eligibility
criteria are consistent, hiring multilingual and/or multicultural staff (if
necessary), and correcting inefficient business practices within the agency
(i.e., inexperienced personnel, poor record keeping, maintaining high caseloads

excessive paperwork, poor supervision, etc.). Stein (1980) stresses that ef-
fective case management shoul d: 47

1. increase client access to services
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2. meke services nore avail able by devel opi ng needed progranms and by
modi fying eligibility requirenments to nake services nore universally
accessi bl e

3. increase the responsiveness of service providers to community and
client needs

4, facilitate a nmore holistic approach to client problens by integrating
categorical prograns which, by their very nature, reinforce a view of
clients in ternms of the separate objectives of each program

5. increase the cost effectiveness of service prograns, and

6. inprove accountability to legislators, adm nistrators and consuners

As for the case managers who are the human |inks between their clients and
direct services, their functions can be divided into three essential tasks: to

stay aware of the conprehensive needs of their clients; to link their clients to

services; and to monitor constantly the services provided to their clients.
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Chapter Vi

Programmatic Matters

The training of staff menbers to deal with the rigors of group home living is
per haps one of the nost inportant conponents of the alternative living program
Recent research indicates that trained staff nmenbers tend to enhance the success
of such progranms. For instance, Schinke and Landesman-Dwyer (1981) found that
group hone staff who had gone through the rigors of a training program showed nore
know edge of behavi or nanagement principles and procedures; they also displayed
| ess job dissatisfaction, better attitudes toward group hone residents, and
i mproved behavi or as nmeasured by on-site observation.

Staff turnover is a major problemthat plagues the residential prograns,

and probl ems which contribute to this high turnover rate include:

1 low skill |evels of staff nenbers
2. | ow staff norale
3. low pay scales

4. no prospects for advancenent

5. staff burn-out

6. poor staff/client interaction

7. lack of support staff
Schi nke and Landesnman- Dwyer concl uded that |ow job satisfaction and high staff
turnover rates could possibly be renedi ed through sone type of staff training
progranmt in addition, residents could profit fromthe educational, vocational,
and social benefits resulting fromthe inplementation of such prograns.

The service provider who wi shes to establish a residential program should
exam ne various existing training programs prior to "setting up shop."” Most
training prograns today stress a conpetency-based curricul umwhich involves a set

nunber of hours to be taken for credit. O course, the underlying focus of
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training prograns is to assure quality care for persons with devel opnent al
disabilities who reside in alternative |iving environments.

Many states are now enacting legislation that requires plans for statew de
training progranms and curriculunms for training the staff of residential care
facilities. For exanple, California s Department of Devel opnental Services
i npl emented a plan for a statewide programto train staff of residential

facilities under |egislative mandate. Known as the Residential Services

Speci alist Training Program the conprehensive curriculum provides direct care

staff with a core of knowl edge and information necessary to offer their
residents quality care and supervision. Each unit contains instructional
material that is divided into goals, major-topic and key-di scussi on areas,

| earni ng objectives, suggested nethods of instruction, criteria to evaluate the
student's performance, conplete topic outlines, and references for the
instructor's use. The curriculumis taught at the conmunity-college |evel by
specialists fromlocal and regi onal agencies.

Ot her states have initiated on-site training prograns which use informal
settings to provide staff nmenbers with fam liar and confortable surroundings in
which to learn the necessary skills. For instance, the Florida Association of
Rehabilitation Facilities has established a programto allow for a free-fl owi ng
i nterchange of ideas anong the trainees. The training utilizes the active
participation of the trainees as a means of insuring that the information pro-
vided is nmeaningful and that |earning is occurring ?

The Florida Associ ation sponsors a two-and-a-half day workshop for group
home staff, and the training programis broken down into eight nodul es:

1. Normalization

2. An Overview of Devel opnental Disabilities

3. Comunity Resources and Rel ations
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4. Teachi ng New Behavi or

5. Behavi or Managenent

6. Home Managenent

7. Leisure Time Education

8. Human Sexual ity

Though a two-and-a-half day workshop may seemtoo brief a time period in
which to learn the necessary skills, this particular program provides the staff
with a conprehensive introduction to the basic skills and i nformati on needed to
operate a group hone. This type of workshop appears extrenely useful for those
staff nenbers who are already enpl oyed and who have worked for some tine as
direct-care providers with the handi capped. They are already famliar with
nmost of the procedures of group honme mai ntenance and operation and may require
only a limted amunt of new information to help in providing their clients
with quality care

For those staff nenbers who are new and/or have not had the experience of
dealing with nentally retarded individuals, a nore detailed curriculum should
be utilized. Training for Independent Living (TIL) is a conprehensive training
manual designed to teach handi capped adults the skills necessary for
i ndependent conmunity living. TIL was devel oped through a grant fromthe
California State Department of Rehabilitation and was sponsored by the Ventura
County Association for the Retarded, Inc.

Designed as a transitional living situation, the TIL training programis
designed for six months, after which the trainees nove on to nore independent
living arrangenents (i.e., apartments). The nobst inportant function of staff
menbers is that of role nodels as they guide the trainees through the rigors of
the program Staff nenmbers are expected to have experience in apartnent

living so they can relate to the fears and concerns of the trainees.

155



An excel l ent training program ai ned nore specifically at the group hone

parent nodel is The Life Project sponsored by the Harry A. Wi sman Center on

Mental Retardati on and Human Devel opnent at the University of Wsconsin-
Madi son. The Life Project consists of eight separate manuals divided into the
foll owi ng units:

1 I ntroduction to Mental Retardation and Conmunity Living

2 Home Managenent

3. Heal t h and Hygi ene

4. Behavi or Managenent

5. Sexual ity

6. Recreation and Leisure Tine

7. Communi ty Resources and Rel ations

8. Social Conpetency

Each unit enploys a self-teaching design of programmed instruction in
whi ch the group hone parent can work at his/her own pace. The Life Project
provi des the group home parent with useful know edge and practical skills for
supervising and training his residents.

The following outline is based on material researched and gathered from
various training sources and prograns and is indicative of the content of npst
training manual s on the nmarket today. Each of the nine units contains mater
i al necessary to teach group honme residents the essentials in i ndependent
living. For easy reference, resource references are included at the end of

each unit along with publication addresses.
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UNIT I1I. Normalization

Principle

A

Definitions

1. Bengt Nirje - making available to all mentally retarded people
patterns of life and conditions of everyday life which
are as close as possible to the regular circumstances and ways of
life of society.

2. Wolf Wolfensberger - utilization of means which are as cul tur
ally normative as possible, in order to establish and/or main

tain personal behaviors and characteristics which are as culturally
normative as possible.

Components of the Normalization Principle (Nirje)
1. Normal Rhythm of the Day
2. Normal Rhythm of the Week
3. Normal Rhythm of the Year
4. Normal Experience of the Life Cycle
5. Normal Respect
6. Living in the Bisexual World
7. Normal Econom ¢ Standards
8. Normal Environment Standards
Application of the Normalization Principle/Residential Services
1 Architectural-Environmental |mplications
a. The meaning of a building
b. The focus of convenience of a building

c. Architectural implications of certain role perceptions of the
client-users of buildings

Internal design of a building

2. Application to Residential Services

a.  Integration

b. Smal | ness
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c. Separation of the domiciliary function

d. Specialization

e. Continuity

Rights to Self-determ nation and nornal risks
Application to Vocational Training

Application to Socio-Sexual Relationships

I1. Devel opnental Model (Piaget)

A

B

I, O her

Definition

Al'l individuals are capable of growh and devel oprment.
Growt h or changes in behavior follow a devel opmental hierarchy.
Behavi or acqui sition noves fromsinple to nore conpl ex responses.

More conpl ex behavior is the result of coordination or nodifying
si npl er conponent response formns.

Al'l handi capped persons can |l earn and devel op with appropriate
progranmm ng.

Application of the Devel opmental Mbde

(historical) Mdels (Managenent Model s)

A.  The Sickness Mdel

E

Menace Mbde
Pity Model
Charity Model »

Subhuman Mbdel

V. Resour ces/ Ref erences

Nirje,

B. The nornmmalization principle and its human managenent inpli-
cations. In R Kugel and W Wl fensberger (Eds.), Changing Patterns
in Residential Services for the Mentally Retarded. Washington: Presi-
dent's Committee on Mental Retardation, 1969, 179-195

Wl f ensberger, W The principle of normalization in human services.

Canada: National Institute on Mental Retardation, 1972.
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Haring, NG & Brown, L.J. (Eds.) Teaching the severely handi -
capped . (Vol. 1) New York: Gune & Stratton, Inc., 1976

McCarthy, T.J. Managing group honmes: A training nmanual. Nash-

ville, Tennessee: Tennessee Dept. MHMR, 1980. Wite:
Terrence J. McCarthy P.O Box 140496 Nashville, Tenn. 37214
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Unit 11 1. Overvi ew of Menta

Ret ardati on
A. Mental Retardation (AANMD Definition)

...refers to significantly subaverage general intellectual functioning
exi sting concurrently with deficits in adaptive behavior, and mani f ested
during the devel opnental period.

1 Level s of Mental Retardation

a. Intellectual Functioning (Measured Intelligence, 1Q
1. MlId
2. Moderate
Severe

4, Pr of ound

b. Adaptive Behavi or

Sensorinotor skills

Speech and conmuni cati on

Soci al i zati on (social interaction with others)

Sel f-care/sel f-help

Application of basic academic skills in daily life activities

Application of appropriate reasoning and judgenent in

mast ery of the environment

o, 7. Social skills (participation in group activities and inter-
personal relationships) 8. Vocational and social
responsibilities and perfornmances

o uswWNP

2 Classification of Mental Retardation (Grossman, 1973)
To be classified as nmentally retarded, a person nust:

a. have intellectual functioning that is nore than two standard
devi ations below the norm (@68 |1Q,

b. become nentally retarded as a result of an injury, disease,
or problem occuring either prenatally or during the devel op

ment al years, and
C. be inpaired in his ability to adapt to his environment.
3. Causes of Mental Retardation (Five Areas)

a. Genetic Causes (lnherited)

1. Down's Syndrone

2 Phenyl ket onuri a ( PKU)
3. @&l actosenia

4. Cranial Defects (Hydrocephaly, M croephaly)

b. Pre-Natal (Before birth)
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1. Infections/Virus (toxoplasnosis, syphilis, rubella, cyto-
megal ovi rus, and herpesvirus)
2. Rh factor (blood inconmpatibility)

c. Perinatal (At birth)
L Birth injuries
2. Anoxia

3. Premature birth

d. Postnatal (infancy and early chil dhood)
1. Meningitis

2. Encephalitis
3. Head Injuries

e. Cultural and Environmental Deprivation
f. Devel opnental Disability (Grossnman, 1973)

...a developnmental disability manifests itself prior to 22;

expected to continue indefinitely; results in substantial function
limtations of three or nore of the mpjor life activities (self-ca
receptive and expressive |anguage, |learning, mobility, self-
direct capacity for independent Iliving, and economc self-
sufficiency); a requires care and treatnent for an extended

peri od.
a. Mental Retardation

h. Cerebral Palsy

o

Epi | epsy

d. Autism

Resour ces/ Ref erences

Grossman, H.J. (Ed.). Manual on termnology and classification in

mental retardation. Washington, D.C.: American Association on Menta
Deficiency, 1977

Wite: American Association on Mental Deficiency

5101 W sconsin Ave., N W
Washington, D.C. 20016

Bat shaw, M L., and Perret, Y.M Children with handicaps: A medica
primer. Baltimore: Paul H. Brookes Publishing Co., 1981. Wite

Paul

H. Brookes Publishing Co.
Post Office Box 10624

Bal timore, Maryland 21204
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Hal | ahan, D.P., and Kauffman, J.M Exceptional children; Introduction

to special education. Englewood Cliffs, HJ.: Prentice-Hall, Inc.
1978. Wite: Prentice-Hall Series in Special Education
WIlliam M Cruickshank (Series Editor)
Prentice-Hall, Inc.
Engl ewood Cliffs, N.J. 07632
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INT IT11:

. Resident-Staff Interaction
A Goup Process/ Theories
1. Menbershi p/ G oup Living
2. Goup Responsibility/Leadership
3. G oup Norns/ Standards/ Pressures
4. Goup CGoals
5. Conmuni cati on/ Theori es
6. Role Types in Goups
a. Goup Task Roles. Facilitation and coordination of group
probl emsolving activities (i.e., Roles: Encourager, Com

promser, etc.).

b. Goup growing and vitalizing roles. Building group-centered
attitudes and orientation.

c. Antigroup Roles. Tries to neet felt individual needs at the
expense of group health rather than through cooperation with
group (i.e., Roles: Aggressor, Blocker, Recognition-Seeker, etc.)

B. Role of the Houseparent(s) (discussion)
1. A person who, like the other nenbers of the hone, lives there
2. A person who acts as a role node
3. A person who hel ps others keep the house in order by show ng

and doi ng

4. A person who hel ps house nenbers interpret their responsibilities
wi thin the home and who works with people on their responsibil
ties

5. A person who hel ps plan and prepare neals with the full parti-
ci pation of other house menbers

6. A person who can answer questions

7. Aperson who knows how things in the house work (lights,
pl unbi ng, etc.)

8. A person who gives good advice on personal appearance

9. A person who sonetines goes places with house nembers
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10. A person who knows where things are |ocated in the house and
communi ty

11. A person who can explain and interpret various aspects of
community life

12. A person who hel ps the program director and house nenbers decide
what i ndividuals need

13. A person who shows people how to do sinple things

14. A person on whom one can depend for assistance, advice, or
interpretation

15. A person who is respected for what she does

16. A person who is invited and expected to attend conferences,
wor kshops, and training

17. A person who sees a hone first and a program second

18. A person who makes honme |ife stable

19. A person who advises auxiliary staff as to how things work

20. A person who hel ps organi ze things in the house

21. A person totalkto

22. A person who can advise or nmake judgenents

23. A person who knows what is supposed to be happening -

24. A person who shares his/her own friends with house nmenbers

25. A person who accepts the friends of house nenbers

26. Oher roles (discussion period)

Houseparent Rol e Mddel s (Di scussion)

1. Mther/Father Substitutes

a. Power: Good exertion of power vs. Bad exertion of power
b. Overprotective vs. |enient

C. Key influence: Resident-oriented caretaker vs. institution-
oriented caretaker

2. Teacher

3. Disciplinarian: Fair vs. "Heavy-Handed"
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4.  Counsel or
5. Dedicated to residents vs. non-caring (staff who are only there
to put in an eight hour day and collect their pay)
Resour ces/ Ref er ences

Lifton, Walter M Goups: Facilitating individual growth and societal
change. John Wley & Sons, Inc.: New York, 1972.

Napi er, Rodney W and Gershenfeld, Matti K. Groups: Theory and experience.
Houghton M fflin Conmpany: Boston, 1973.

Zamarripa, SamJ. An orientation manual to the independent group resident.
Atl anta, GA: Ceorgia Department of Human Resources, 1980, pp. 25-26.
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UNIT IV

Behavi or Management
A Definition

1. Behavior - Any observable or measureable movement of the organism or
of its parts, including external movements, internal movements and
their effects and glandular secretion and their effects

2. Behavior - the result of a person interacting with his environment

3. Respondent Behavior - unlearned, reflexive, automatically re
sponding to specific stimuli.

4.  Operant Behavior - |earned, under voluntary control, influenced
and controlled by events or consequences that follow its occurrence

B. Behavi or Modification

1 Definition - a method of changing observabl e behavior through
reinforcement or reward

2. Basi ¢ Concepts (Discussion)

a The Principle of Reinforcement - if the results of be
havi or are positive, the behavior will |ikely be repeated
This principle determ nes what stinmuli or cues in the
environment are inportant to the individual and what the
i ndi vidual will do or not do

b. The Principle of Stimulus Control - certain cues or parts
of the individual's environment or the world he lives in
determ ne the things he will do and when he will do them

3. Operant Conditioning - developing voluntary behavior in people.

a. Reinforcement - a stimulus or reward presented following
a response which increases the rate of the response
(1) Contingent Reinforcement - a reinforcer is presented
if, and only if, a specified response occurs.

(2) Positive Reinforcement (Rewards)

(a) Social reinforcers - praise, approval, affection
etc.

(b) Tangible Reinforcers - material itens that can be
experienced with the senses, food, candy, toys,

games, etc.
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(3)

(4)

(c) Tokens' - anything that can be exchanged for

tangi bl e reinforcers or reinforcing events, check
mar ks, points, etc.

Token Econony Program - an operant conditioning
program whereby residents receive tokens, such as

pl astic tokens resenbling real money in denoni nation
color and size, for inproved performance in groon ng
manners, personal hygiene, etc. or for those require-
ments done satisfactorily. The tokens could then be
exchanged for privileges such as an extra hour out at

ni ght, dances, novies, treats, etc.

(d Intrinsic reinforcers - satisfactions inherent in

perform ng and activity itself.

(e) What to renenber when using rewards:

(1) Imrediacy - a reward should be given inmediately

upon the client's conpletion of the targeted
behavi or .

(2) Consistency - be consistent in giving the
reward only after the desired behavior has
occurred.

(3y Strength - the reward nmust be sonething the
client wants. It nust be inportant enough for
the client to work to obtain it.

(4) Amount - too nuch reward will |ose effective
ness. For exanple, if the client is ful
fromdinner, food will not be an effective

rei nforcer.

(5) Age Appropriateness - do not reward an adult
client with a play doll, coloring books, etc.
The reward should fit the age.

Negative Reinforcenment - any stimulus which, be its
renmoval , strengthens the response that follows.

(a) Use of punishnent
(b) Discipline (Loss of Privileges)
Extinction - nethod enployed to ignore certain undesired

behaviors in an attenpt to weaken the behavior. The pro
cedure involves withhol ding an accustoned rei nforcer.
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b. Shapi ng - nol di ng or devel opi ng sinple behavior into
conpl ex behavior. Can be used to teach toilet train
ing, dressing skills, I|anguage skills, social-recre
ational skills, educational skills, and vocational skills.

(1) Successive Approximation - a shaping techni que
used to teach a single behavioral conmponent in a
step-by-step fashion. Rewarding partial success
of behavior simlar to that desired and gradually
demandi ng nore correct behavior

(20 Chaining - a shaping technique used to teach conpl ex
behavi ors, such as dressing, one conmponent at a time.
Each component can be thought of as a link that
makes up the behavioral chain.

(o Pronpti ng and Fadi ng

(D Pronpting - use of a cue that clearly communicates
to the client.

(a) Verbal pronpts

(b) Gestural pronpts

(c) Physi cal pronpts

(d  Denopnstration (nodeling)

(2) Fading - the gradual change in a stinulus or cues,
ai ds/ psychol ogi cal and/or physical. Fading in cues is
gradual Iy introducing new cues into the client's
envi ronment. Fading out cues is gradually elimnating
cues fromthe client's environnent (i.e., fading
in or out pronpts used by the instructor).

d. Modeling - observational |earning, the client observes
the behavior of a "nodel"” and initates or performs re-
sponses simlar to those of the nodel. The client

| earns specific behaviors and rel ated consequences
t hrough nodel i ng.

I1. Teaching New Behaviors
A. Steps in teaching a new behavi or

1. Target the behavior...define and state operationally the behavior
to be changed.

2. Obtain a baseline of operant |evel of the behavior you wish to
pr onot e.

3. Prompt or arrange the learning situation facilitatively for the
target response.

4. Identify potential reinforcers.
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5. Shape and/or reinforce desired behavior inmediately and continu
ously upon its occurrence.

6. Keep records of the reinforced behavior

Pronpting desired and/ or adaptive behavi or

1. Reinforce successive approximtions of the target behavi or
(shapi ng) .

2. Arrange and vary stinulus conditions so that the desired behav
i or occurs (fading).

3. CObserve and imtate the responses of a nodel

4. Use contingency managenent to increase a | ow probability be
havior by following its occurrence with the opportunity to parti
cipate in a high-probability behavior. Contingency managenent is
the control of reinforcers in an attenpt to increase or decrease
the frequency of a response. Possible exanples of |ow probabi
ity behaviors mght be hanging up cl othes, doing one's honework,
cl eaning one's room High-probability behaviors m ght include
pl ayi ng outside with friends, watching a favorite television
show;, etc.

5. Use punishnent to inhibit the undesirabl e behavior and si mul
taneously reinforce the desirabl e behavior

I ssues in the use of behavioral nodification procedures
1. Landmark Cases

a. Kaimowitz vs. State Department of Mental Health (psycho-
surgery)

b. Knecht vs. G Il nman, Mackey vs. Procunier, & Watt vs. Stickney
(treatnment prograns using noxious stinmuli, electric shock, etc.)

2. Staff Qualifications/Use of Consultation

3 Procedures for Strengtheni ng Behavior...use of positive reinforcers.
a. Intrinsic reinforcenent
b. Soci al reinforcenment

C. Artificial reinforcenent - i.e., token econonics should
not becone the objective itself.

d. Appetitive reinforcenent - using food or liquids. No de

privation of food can be used that is |ess than what the
normal intake would be on a daily basis.
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4. Procedures for Wakeni ng Behavi or
a. Elimnating mal adaptive behavi or

b. Guidelines for procedures which can help pronote nore norm
devel opnment by weakeni ng mal adapti ve behavi or.

(1) Avoidance of inappropriate behavior...by providing a nore
stimulating environment (i.e., providing materials, activi-
ties, social interaction, etc.). Do not seek appropr
at e behavi or through punishment; rather, provide the
envi ronnent .

(2) Extinction of inappropriate behavior...train staff to provide
mat eri al s, organize activities, pronpt and facilitate
appropri ate behaviors while ignoring inappropriate
behavi ors.

(3) Stress in-service training on behavi or managenent tech
ni ques.

5. Procedures for the Humane Management of Behavi or Probl ens

a. Problens that interfere with individual and group devel oprment/
Behavi oral characteristics

(1) The biggest problem and the frequency of such behavi or
(2) Pour categories of mal adaptive behavi or

(a) Self-injurious behavior

(b) Behavior injurious to others

(c) Behavior that damages property

(d) Unusual or disruptive behavior

b. Procedures used to weaken inappropriate behavi or/ Ref erences

(1) Tinme-Qut (Barton, E.S.; Bostow, D.E. ; WIf, N M)

(2) Response Cost and Effort (Barrish, H H Jacobson, J. M
OBrien, F.; Phillips, E.L.; Sailor, W)

(3) Overcorrection (Fox, RM Azrin, N H Wbster, D R)

(4) The Application of Painful Stinmuli (Corte, H E ; Lavaas, Ol; Risley,
T.R)

(5) Public Accountability/ Acceptance of Procedures/Mral |ssues and
Soci al Reper cussi ons

(6) «Guidelines for use of nobre severe treatnent (a) Secl usion

tine-out in a | ocked roonirul es governing
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(b) Contingent electric shock
(7) Managi ng Aggressive Behavior*

(@) Non-physical techniques to calmand help an agitated
client regain behavioral control (i.e, identifying
behavi or changes, stress, what causes stress, and stress
managemnent) .

(b Physical techniques to protect the client, others and
self (i.e., releasing hand grasp, a grasp from behi nd,
bear hugs, protecting oneself while pinned to the
ground, etc.).

(c) Applying personal restraints and secluding an aggres
sive or conmbative client in accordance to regula
tions (i.e., procedures for following a client to
the ground applying personal restraint, safely get
ting a client to a standing position, etc.).

(d) Techniques for recovering objects from aggressive

persons (i.e., verbal intervention, procedure used

S to protect self and others froma client using an
object to inflict pain and injury, etc.).

*Based on a required training nodule for all direct-care staff in the Prevention
and managenent of aggressive behavior (Training Standards), under the Texas
Departnent of Mental Health and Mental Retardation's Client Abuse and Negl ect
Rul e, 302.04. 19. 007.

. Resour ces/ Ref er ences

Bl ackham G. J. Modification of child and adol escent behavior. California:
Wadswort h Publishing Conpany, Inc., 1975.

Wat son, Luke S. Child behavior nodification: A manual for teachers,
nurses, and parents. New York: Perganon Press Inc., 1977.

For Token Economy Program See: Ball, Thomas S. (Eds.) The establishnment
and adm ni stration of operant conditioning prograns in a state hospita
for the nmentally retarded. Research Synposium No. 4, California:
Department of Mental Hygi ene, 1969.

Cox, Janes (Director). Group home staff training manual. Florida Asso-
ciation of Rehabilitation Facilities, Inc., 1977.
Wat son, Luke S. Child behavior nodification: A manual for teachers,
nurses, and parents. New York: Perganon Press Inc., 1977

Bl ackham Garth J. and Sil berman, Adol ph. Modification of child and
adol escent behavior (2nd Ed.) Bel nont, CA: Wadsworth Publishing Co.
1975.
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May, Jack G et al. @uidelines for the use of behavioral procedures in
state progranms for retarded persons, in MR Research. A Mnograph
series published by The Research Advisory Committee: ARC Research &
Demonstration Institute, Vol 1, No. 1, 1974.

Barton,E.S. et al., Inprovement of retardates' mealtime behaviors by
ti me-out procedures using multiple baseline techniques, in Journal of
Appl i ed Behavi or Analysis, 1970, _3, 77-84.

Bostow, D.E. et al. Mdification of severe disruptive and aggressive
behavi or using brief time-out and reinforcement procedures, in
Journal of Applied Behavioral Analysis, 1969, 2, 31-38

Wwlf, MM et al. Application of operant conditioning procedures to the
behavi or problens of an autistic child, in Behavior Research and Therapy,
1964, 1, 305-312.

Barrish, H H et al. Good behavior gane: Effects of individual con-
tingencies for group consequences or disruptive behavior in a class-
room in Journal of Applied Behavior Analysis, 1969, 2, 119-124.

Jacobson, J.Met al. Switching requirenents in a head start classroom in
Journal of Applied Behavior Analysis, 1969, 2, 43-47.

OBrien, F. et al. Training profoundly retarded children to stop craw i ng,
in Journal of Applied Behavior Analysis, 1972, 5, 131-137.

Phillips , E.L. et al. Achievenent place: Modification of the behaviors of
predel i nquent boys within a token econony, in Journal of Behavior
Anal ysis, 1971, 4, 45-59.

Sailor, W et al. Control of tantrum behavi or by operant techni ques

during experinental verbal training, in Journal of Applied Behavi or
Anal ysis, 1968, 1/ 237-243.

Foxx, R M and Azrin, N.H Restitution: A nethod of elimnating

aggressi ve-di sruptive behavior of retarded and brai n-damaged patients,
i n Behavi or Research and Therapy, 1972, 10, 15-27.

Foxx, R M and Azrin, N.H The elimnation of autistic self-stinulatory

behavi or by overcorrection, in Journal of Applied Behavior Analysis,
1973, _6, 1-14.

Webster, D.R and Azrin, N.H Required relaxation: A nethod of inhibiting
agi tative disruptive behavior of retardates, in Behavior Research and
Therapy, 1973, 11, 67-78

Corte, H E. et al. A conparison of procedures for elimnating self-
i njurious behavior of retarded adol escents, in Journal of
Appl i ed Behavi or Anal ysis, 1971, 4, 201-213.
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Lovaas, O 1. and Simmons, J.Q Manipul ation of self-destruction in three
retarded children, in Journal of Applied Behavior Analysis, 1969, 2,
143- 157.

Risley, T.R  The effects and side-effects of punishing the autistic
behavi ors of a deviant child, in Journal of Applied Behavior Analysis
1968, 1, 21-34.
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INT V

. Special Concerns of the Mentally Retarded Youth
A.  Anatomy and Reproduction
1. Male Reproductive System
2. Femal e Reproductive System
3. Menstrual Cycle/Care and Hygiene
4.  Health
Probl ens
a. Vaginitis
h. Cystitis
c. Self-Exam nation of Breasts
d. \When to see your physician
5. Birth Process
a.  Fertilization
b. Fetal Devel opment
c. Birthing Methods
d. Labor/Delivery
e. Concerns about Child Birth
f. Prenatal Care
g. Postnatal Care
6. Infant Care
a. Self-help care of your baby bh.
VWhen to consult your physician
Cc. Imunizations B
Sexual Behavior/Intimcy
1. Viewing the Mentally Retarded Individual as a Sexual Being

2. Societal Sex Values
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3.  Friendship/Dating
4. Accept abl e/ Unaccept abl e Sexual Behavi or
5. Loving and Caring
6. Masturbation/Privacy/the Appropriate Pl ace
7. Exhibitionism
8. Honpbsexuality
9. Promscuity
10. Exploitation
C Marriage
1. A Sharing Relationship
2. Husband/ W fe Responsibilities and Rol es
3. Famly Pl anning/ Genetic Counciling
4. Parenting
D Birth Contro

1. Types of Contraceptives/ Advant ages-Di sadvant ages of each
nmet hod (di scussi on)

a. Birth Control Pills
b. IUD s
c. Di aphragm and Jel ly
d. Suppositories
e. Foans and Jellies
f. I nj ectabl es (synthetic hornones)
g. Sterilization
(1) Tubal Ligation
(2) Vasectony
h. Condoms

2. Abortion (Pros and Cons)
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E. Venereal Disease/Signs/Treatnment
1. Syphilis
2 Gonorr hea
3. Herpes Cenitalia
Resour ces/ Ref er ences

Bass, Medora S, Developing community acceptance of sex education
for the nmentally retarded. New York: Behavioral Publications, Inc.
Wite: 72 Fifth Ave.
New Yor k, NY 10011

Bass, Medora S. Sexual rights and responsibilities of the nmentally
retarded. Santa Barbara, CA: Channel Lithography. Wite:
Medora S. Bass 216 G enn Road Ardnmore, PA 19003

De La Cruz, Felix F. and LeVeck, G D. Human sexuality and the
mentally retarded. New York: Brunner/Mazel. Wite: 64
Uni versity Place New York, NY 10003

Fanni ng, John W A curriculum for human sexuality education and
training. Roanoke, Virginia: C.J. Thomas Publishing. Wite:
John W Fanni ng

Ment al Health Services of the Roanoke Valley
Carlton Terrace Building, Suite 500 Roanoke,
Virginia 24016

Fi scher, Henry L. Teaching concepts of sex education for the
devel opnmental |y disabled. Baltinobre, MD: University Park Press.
Wite: University Park Press
Chanber of Conmerce Buil di ng
Balti nore, MD 21202

Gordon, Sol. Facts about sex for today's youth. New York: The

John Day Conpany. Wite: 666 Fifth Ave.
New Yor k, NY 10011

Heslinga, K. Not made of stone: The sexual problenms of handi capped

people. Springfield, IL: Charles C. Thonas. Wite: Charles C.
Thomas 301-327 East Lawence Ave. Springfield, IL 62717

Kempton, Wnifred. A teacher's guide to sex education for persons
with learning disabilities. North Scituate, MA: \Wadsworth
Publ i shi ng Conpany.
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Wite: Duxbury Press
6 Bound Brook Court North
Scituate, MA 02060

Kenpton, Wnifred. Guidelines for planning a training course on
sexual ity and the retarded. Phil adel phia, PA: Planned Parenthood
Associ ati on of Sout heastern Pennsylvania. Wite: Planned Parenthood

Assoc. of Southeastern Pennsyl vani a
1220 Sansom

Phi | adel phia, PA 19107

Ki ndred, M chael (Ed.). The nentally retarded citizen and the |aw. New
York: Macmillan Publishing Company. Wite: Macmillan Publishing
Conpany 866 Third Ave. New York, NY 10022

Kl apphol z, L. A resource guide in sex education for the nentally
retarded. Henpstead, NY: Anerican Association for Health, Physica
Educati on & Recreation and Sex |Information and Educati on Council of
the United States. Wite: 137-155 N. Franklin Hempstead, NY 11550

Larxel ere, Beverely A. Mental retardation and fanmily planning:
Information for managers of residential services. New Mexico:
New Mexico Family Planning Council, Inc., 1975.

Pattull o, Ann. Puberty in the girl who is retarded. Arlington, TX
Nati onal Association for Retarded Citizens. Wite:
Nati onal Association for Retarded Citizens
2709 Ave. E. East a
Arlington, TX 76011

Audi o- Vi sual s

"On Being Sexual." Includes discussions by Dr. Sol Gordon, parents,
clients, health care staff, and care providers on the subject of
sexuality and the mentally retarded individual. (Color, 20 nmin.)

Wite: The Stanfield House
P. 0. Box 3208
900 Euclid Ave.
Santa Monica, CA 90403

"The ABC s of Sex Education for Trainable Persons." Depicts actua
training sessions on teaching nmentally retarded persons about
their reproductive systenms, sexual concerns, responsibilities
and appropriate behavior. (Color, 20 min.) Wite: Educational
Di vi si on

Hal I mark Films and Recordi ngs, Inc.
1511 East North Ave.
Bal ti more, MD 21213
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"Mental Retardation and Sexuality." Teaches the basic concepts of
human sexuality. (20 mn.)
Wite: Planned Parenthood Assoc. of Southeastern Pennsylvania
1220 Sansom Phi | adel phia, PA 19107
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UINT M

I ndi vi dual Program Pl an, |ndividual Habilitation Plan

A

C

Definition - individually witten plans of education and training

clients.

Conponent s

Goal statenents - what the client is being expected to achieve, or

how he/she will change as a result. Goals:

a. are witten in broad, general terms.

b. state the direction of the programin a positive manner
c. establish general guidelines for treatnment.

d. reflect progressive behavior.

Objectives - statements that are specific and short-termin nature
and contribute to the achi evemrent of the broader goals. bjectives:

a. break down goals into smaller and nore nmanageabl e parts

b. describe an outcone/the behavior you want the client to
di splay at the conpletion of the training.
c. state, in behavioral terns, a performance of what the |earner

wi |l be doing when he denmonstrates mastery of the objective
d. are tinme-linked. That is, objectives indicate howlong it
will take the client to learn the targeted behavior.

Strategies - the services, training, and/or procedures used to
facilitate the achi evenent of the goals and objectives. Strategies:

a. specify who is responsible for carrying out the plan.
b. indicate when and how the plan is to be inplenmented.

Eval uation - the nethods (and schedules) that will indicate the
extent to which goals and objectives are actually being achi eved
(feedback on client progress). Evaluation procedures:

a. can include standardized tests, rating scales, observations
of behavior, records of daily performance, etc.

b. detect progress toward the achi evemrent of the objectives.

c. provide systenmatic and objective eval uation

d. pinpoint weak points of the training procedures and all ow
for correction.

e. are essential for acquiring funding and are required by | aw.

Legal nandate

Section 112 of the Devel opnental Disabilities Assistance and Bill of
Ri ghts Act nmekes it manditory for each programreceiving DD funding
to have an habilitation plan on each client.
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2. Legal requirenents (i.e., the plan nust be in witing; nust contain
clearly stated goals, objectives, strategies, and eval uation
procedures; nust indicate specific habilitation services used;
nmust undergo annual review and revision, etc.).

DL Interdisciplinary Team Approach

1 Definition - persons of various professional backgrounds and dis
ciplines work together to formul ate and i npl enent one overal
program for each client. Direct-care staff are essential to the
i nterdisciplinary team approach

2. Roles/Responsibilities

a. Di agnose, evaluate, plan and inplenent |PP s.
(1) Devel oping a strengths/needs |list on each client
(8 Strengths - what the resident can and |ikes to do.
(b) Needs - what the service provider and the client would
like to acconmplish. The strengths are used to neet the
client's needs.

(2) Witing goals and objectives based on strengths/needs |ist.

(3) Devel oping strategies and devi sing eval uati ons.

(@) Process evaluation - nmeasures whether the strategies
are working (that is, the training procedures).

(b)  Product evaluation - neasures whether the objectives
are being nmet (that is, the outconme of the training).

b. Responsible for including the individual client, and as appropriate,
the individual's fani |y and/or advocate in the planning processes.

c. Share and discuss information and recomendati ons of all part

ci pants so that decisions are nade by the entire team and not
i ndi vi dual menbers.

d. Review the client's progress towards the objectives devel oped
by the team

e. Re-evaluate the client's need and the appropriateness of the
i ndividual's programin the light of his or her progress.

f. Modify (if necessary) the objectives and/or program accordingly.
E | PP | npl enent ati on
1. Definition - refers to the provision of services in accordance

with the IPP. Systematic and organi zed services and intervention
that are designed to enhance the devel opment of a devel opnentally
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I NDI VI DUAL PROGRAM PLANS

Adopt ed from I ndi vi dual

Program Pl anning with

Devel opnental Iy Di sabl ed Persons

2 . TIME FERIOD 0
CITLEAHE SR A R b e
CLIENT: CASE NUMBER:
CASE COORDIMATOR: D.0.EB.:
EVALUATION OBJECTIVE
GOAL OBJECTIVE STRATEGY PROGRAM (2) PROCEDURES BARRIERS ACCOMELISHED

(DRATE)




.._u..._,}_ R S S —— | R I [ _!, . —
NAME f t COORDINATOR
; |
DATE ; CASE #
EEVELOPMENT
GOALS OBJECTIVES MODES OF INTERVENTION EVALUATION PROCEDURE

CURRENT FROGRAMMING:

BECOMMENDATIONS @

SIGNATURE OF CLIENT COORDINATOR

SIGNATURE OF PARENT

SIGNATURE OF CLIENT




| PP

F HNAME =
STAGE : CRSE #:
DATE:
EVALUATION
SHORT RANGE GOALS TECHNIOUES PROCEDIIRES FERESON RESPOMNSIBLE




| PP

Hamea Date Client 4
STRENGTHS NEEDS
I. Goal:
A. Objective:
l. Strategy: Who: When:
i What:
| a. Process Evaluation:
k. Outcome Evaluation:
2. Strategy: Who: When:

i m—

What:

a. Process Evaluation:

b. Cutcome Evaluation:




Con't.

3. Strategy: Who: Whens
Wnat:
a. Process Evaluation:
b. Outcome Evaluation:

II. Goal:
A. CObjective:

l. Strategy: Who: When:
What:
a. Process Evaluation:
b. Outeome Evaluation:

2. Strategy: Who: When:
What :
a. Process Evaluatieon:
b. Outcome Evaluation:

3. SBtrateqgy: Who: When :

What:

a. Process Evaluation:

b. Outcome Evaluation:




di sabl ed individual. These services and interventions nust be
provided in accordance with a definite plan that is based on a
determi nation of the individual's devel opmental status and needs

(AQ MDD definition, 1981) .

2. Devel opmental nodel - an appropriate environment for |earning and
specific opportunities (i.e., services) must be provided if optimal

growt h and devel opment are to occur.
3. Individual Program I nplenentation Components

a. Physical Devel opnent and Health, Self-Care Skills
b. Habilitation, Education, and Training

c. Mbility

d Wrk and Enpl oynent

e. Recreation and Leisure, Social Skills

f.  Behavi or Managenent

F. Evaluation and Assessment - an enpirical process that determines if,
and to what degree, an individual has devel opnental deficits, and what
interventions and services are needed to enable the individual to nove
toward increasingly independent functioning (AC/ MRDD, 1981).

1. Conprehensive assessnment (exanples)
a. Communi cation

(1) Physical conmunication
(2) Language
(3) Linguistic

b. Physical devel opnent

(1) Goss notor/fine notor
(2 Basic notor

(3) Mdtor activities

(4) Body-not or

c. Self-help
() Drinking
(2) Eating
(3) Toileting
(4 Dressing

d. Community orientation

() Daily living

(2 Sem -independent |iving
(3) Household responsibility
(4 Home adj ust nment

(5  Househol d busi ness

e. Vocational
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(1) djob training
f. Learning [academic}

(1) Cognitiwve
(2) Memory

(3) EKnowledge
(4) Thinking
{5) Reasgoning
{6) Conceptual

g. Personality

(1) Affect

(2} Emotion

{3) Awareness

{4) Attention span
{5) Distractibility

he Self-Care 3Skills

{1} Eating, food preparation
{2) Teilet
{3) Dressing

« (4) Hygiene
{53) Grooming
{6) Money management
{7) Safety

i. Social

(1) Socialization
(2} Interaction
(2) BSorcial maturity
(4) BSorcial awareness
(5] HResponse to others
{6} Social skills

= (7) Cooperation
{8) Participation
(9) Discipline

{10} Withdrawn

{11} Antisocial

i« PBehavior problems

(1) Irritability
(2) Disruptive
(3} Hyperactivity
(4) Assaultive
(5) Maladaptive
(6) Wieolent

{7) Hostility
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k. General skill areas (AC/ MRDD, 1981)

1) Motor skills

2) Sensorimotor skills

3) Cognitive skills

4) Communicative skills

5 Social skills

6) Affective (emotional devel opment)

(
(
(
(
(
(

2.  Assessment instruments
a Intelligence

(1) Wechsler Adult Intelligence Scale (WAIS)
(20  Wechsler Intelligence Scale for Children (W SC)
(3) Stanford-Binet Tests

b. Adaptive Behavi or

(1) AAMD Adaptive Behavior Scal e (ABS)

(2) Vi nel and Social Maturity Scale (VSMS)

(3) Caine-Levine Social Competency Scale

(4 Balthazar Scal es of Adaptive Behavior

(5) M nnesota Devel opnental Progranm ng System

3. Necessity of assessment

Resour ces/ Ref erences

Anderson, D.R. et al. Instructional programm ng for the handi capped
student. Springfield: Charles C. Thomas, 1975

Houts, P.S. & Scott, R.A. Goal planning with the mentally retarded
Washi ngton, D.C.: HEW 1973.

Kibler, R J. et al. Obj ectives for instruction and eval uati on. Bost on
Al lyn and Bacon, Inc., 1974.

Mager, R. Preparing instructional objectives. Bel mont, CA: Fear on-
Pitman, 1975. Wite: Fearon-Pi t man Publishers, Inc.
6 Davis Dr.
Bel mont, CA 94002

Parham J.; Rude, C. & Bernanke, P. I ndividual program planning with
devel opnentally di sabl ed persons. Lubbock, TX: Vi nt age Press, 1977
Wite: Research and Training in Mental Retardation Texas Tech
University P.O. Box 4510 Lubbock, TX 79409
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Rude, CD. & Aiken, P.A. Advocacy in residential programs. Research and
Training Center in Mental Retardation, Texas Tech University, 1982.
Wite: Research and Training in Mental Retardation

Texas Tech University
P. 0. Box 4510
Lubbock, TX 79409

St andards for services for devel opnental ly di sabl ed individuals. Wsh-
ington, D.C. (HHS): Accreditation Council for Services for Mentally

Ret arded and Ot her Devel opnental |y Disabled Individuals, 1981. Wite:
AC/ MRDD

5101 Wsconsin Ave., N W
Washi ngton, DC 20016

Vargas, J.S. Witing worthwhile behavioral objectives. New York: Harper
& Row, 1972.

Hill, B. & Bruininks, R H Assessnent of behavioral characteristics of
people who are nentally retarded. Project report. Devel opnent al
Disabilities Project on Residential Services and Conmunity Adjust nent,
Uni versity of M nnesota, 1977. Wite: Robert H. Bruininks, Project
Di rector

Depart mnent of Psychoeducati onal Studies
Col | ege of Education
Uni versity of M nnesota

The val ue-based skills training curriculum 9 training nodul es designed to
assi st conmunity-based nental retardation preservice and in-service
trai ning prograns devel op conpetenci es necessary to work with persons
who have devel opnental disabilities. Wite: Media Resource Center

Meyer Children's Rehabilitation Institute
444 South 44th St. Omaha, Nebraska 68131
Phone: (402) 559-7467.
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UNIT VI

Program Mai nt enance/ Daily Living Activities A

Househol d Managenent

1

Housekeepi ng

a. Laundry and ironing

b. Sweeping, dusting, and general cleaning

c. Househol d cl eaning products needed (i.e., cleansers, nop,

broom dust pan, furniture polish, vacuum cleaner, etc).

Yard, |awn mai ntenance

a Howto operate a | awn nower
b. Raking up nowed grass and | eaves, pulling up weeds, watering

the lawn, etc.
c. Garden maintenance (i.e., what to plant, when to plant, how to

pl ant, how often to water, etc.)
Meal pl anning
a. Planning a daily nenu

(1) Breakfast

Lunch

(3 Dinner

(4) Snacks
b. Nutrition - Balanced meals/purchasing food

() Dairy itemns

(2 Fresh fruits and vegetabl es

(3) Meats, fish, poultry

(4) Breads, cereals

(5 Special diets (i.e., low sodium etc.)

(6) GConparative food shoppi ng

(7) Selecting brand names/judging quality foods
c. Shopping list itens

(1) Food items - four basic food groups
(2 Household cleaning itens

(3 Hygiene/health itens
(

4) Sundries

Meal preparation

a.

(1)

Kitchen skills

How to use the stove, electric can opener, toaster, etc. (2)
Basi ¢ kitchen cleanliness and safety, washing vegetables, food
storage, cleaning up, etc.



5 Paying monthly bills (on time)

a

Monthly bills

() Rent

(2) Gas/electric/water/sewage

(3) Monthly and/or weekly nmagazi ne or newspaper paynents
(4 Charge card paynents

(4 O her

Ti ps on how to cut down on nonthly bills, energy conservation
tips, etc.

6. Opening a bank account

a.

B. Persona

Savi ngs account

(1) Types of savings plans (i.e., 90-day accounts, 1-year
accounts, etc.)
(20 Interest

(33 Making a deposit or wthdrawal

Checki ng account

(1) Purchasi ng checks
(2 How t o use a checkbook

(& Witing checks to pay bills, purchase itens, etc.

(b) Date, check nunmber, who the check is issued to,
writing the anbunt of the paynment, signing the check

(c) Keeping account of written checks, how to compute the
bal ance

(d) Making deposits and/or w thdrawal s

Heal th and Hygiene 1

Per sonal

@™o aooe

groom ng

Bat hi ng and showeri ng

Hair care

Skin care

Nai | care

Cosnetics

Shavi ng/ mal e and fenal e

Brushi ng and fl ossi ng teeth/nouthwash

2. Femal e physical hygiene

a.

Tampons/ proper use and di sposal b.

Sani tary napki ns/ proper use and di sposal c.
Di sposabl e douche/ proper use
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Per sonal Heal t h/ Conrmon Heal th Probl ens

a Setting up a daily exercise routine

b Wei ght control through diet and exercise
C. Proper posture

d. Medi cal checkups and everyday health tips
e Preventi ve nedicine

f Common col ds

g. Constipation/diarrhea

h. Athlete's foot

i Head and body Ilice

Taki ng tenperatures (i.e, oral, under the arm rectal)
How to read a thernoneter

=~ —

Sei zur es/ Common Types/ Tr eat nent

a. Grand Mai Seizure - major notor seizures in which the indi-

vi dual | oses consciousness and has jerking novenents of the
arms and | egs.

b. Petit Ml Seizure - minor notor seizures in which the ind
vi dual | oses consciousness, but can feel or do a variety of

t hi ngs unaware of any activity (i.e., chewing, |ip smacking,
starting, buzzing or ringing in the ears, etc.)

c. Psychonotor Seizure - the individual |oses consciousness, but
can feel or do a variety of things unaware of any activity (i.e.
chewing, |ip smacking, staring, buzzing or ringing in the ears,
etc.)

Treat nent of Sei zures/ Gui del i nes

a. Keep calm

b. Do not try to restrain the novenents of the person/avoid in
jury

c. Cl ear the area around the person/put sonething soft under his
head

d. Turn the person's head to the side to allow saliva or vonit
to flow freely/l oosen necktie or tight clothing

e. Do not open the clenched jaws

f. Do not give the person anything to drink

g. Stay with the person until the seizure is over and he is fully

recovered
h. |f another seizure occurs inmediately after a nmjor seizure,
call a doctor i. For the doctor's information, note the

frequency, duration
and type of seizure

Conditions that May Increase the Frequency of Seizures

a. I rregul ar use of nedication

b. Enmoti onal stress/reactions (i.e., excitenent, fear, frustra-
tion, etc .)

C. 1l ness

d. Menstruation
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e.

f.

Lack of sleep

Al cohol consunption

When to Call the Doctor for Health Probl ens

oo

Severity of the synptom
Persi stence of the synptom
Repetition of the synptom
VWhen in doubt

Reporting an Illness (What to Record for the Doctor)

a
b
c.
d.
e
f
9
h

Resi dent's nane

Maj or conpl ai nt

Fever/ how hi gh

Pai n/ 1 ocation of pain

Breathing difficulty

Consci ousness/ unconsci ousness/ nental confusion

O her signs (i.e., bleeding, swelling, rash, etc.)
Tinme the synptom started

Renmedy used ( if any)

Supervi si on of Medi cation/Drug Miintenance

Poo Ty

Knowi ng why the drug is adm nistered

Knowi ng how and when it is given

Knowi ng the proper dosage

Possi bl e side effects and what to do

Keepi ng conpl ete charts on drug nai ntenance of each resident

SEE DRUG CHART ON FOLLOW NG PAGES
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DRUG CHART Adapt ed

fromthe Life Project

DRUG USUAL DOSRGE ACTION POSSIELE SIDE EFFECTS FPRECAUTIONS
1. Anti Infectives
Penicillin Varies with disease | Slows growth of sus- Allergic reactions: If side effects occur,
process. ceptible bacteria and dermatitis, hiwves, antibiotic should be
frequently kills them. asthma, itching,fever stopped and physician
shock. notified.

Probably reduces num-—
ber of protective Super-imposed infec-—
organisms usually tions (diarrhea, wvagin-
found in bowel and in itis)
vagina.

Tetracyclines Varies with disease Inhibits growth and de= | Relatively non-toxic Do not take with milk
Achromyecin Process. velopment of wide skin rashes, nausea, or antacid.
Aureomycin range of pathogenic vomiting, diarrhea.

Terramycin bacteria. Vaginitis Report side effects to

Used in treating wide physician.

range of infections in- | Dental staining in

cluding acne, bronch- children whose mother Vaginitis may need to

itis, pneumonia, ton- took drug during be treated with pre-

2illitis. pregnancy. scription drugs.
Pregnant women should
rnot take drug

Sul fonamides Varies Inhibits growth of Mausea and vomiting, Drink more fluids.

susceptible bacteria.

Especially effective
in some types of men-
ingitis, intestinal
and urinary tract in-
fections.

fever, dermatitis
(rash), blood in
urine.

Stop drug and call
physician if side ef-
fects occur.




USUAL DOSAGE

ACTION

POSSIBLE SIDE EFFECTS

PRECAUTIONS

costatin
parations
al tablets
ginal sup-
5itory,
ntments

Varies

o i

Antibiotic effective
in treating a wide
variety of veast-like
fungi infections of
mouth, intestinal
tract, skin, vagina.

Relatively non-toxic,
Large doses by mouth
may occasionally pro-
duce diarrhea. Occas-—
ionally wvaginal sup-
positories are irritat-
ing.

Motify physician
if irritation ocg:

tal o Tranguil-

rs

¥ ium

Varies

Eelieves anxiety and
depression.

Drowsiness, confusion
low blood prescure,
atoxia, skin rashes,
nausea, constipation.

Should not take :
or central nervoy
tem drugs in comnk
with Librium.

Must be individ-
ualized. For
adults, 2-10 mgs

2 or 3 times a day,

Used for tension and
anxiety states. Re-
lievez skeletal
muscle spasms. Used
with other anticon-
vulsant to help con-=
trol petit mal and
myoclonic seizures.

Drowsiness, confusion,
slurred speech, double
vision, atoxia, skin
rash, constipation,
headache.

Caution against }
ous activities til
gquire complete me
alertness., Shoul
take aleohol or
drug that depres:
central nervous s

—

=Convulsants

ntin

Adjusted to in-
dividual patient's
neads,

Used to control major
motor and psychomotor
seizures.

Disturbance of egui-
librium, double vision
slurred speech, skin
rashes, overgrowth of
gum tissue, nausea and
vomiting, constipation,
excessive hair growth
on legs and thighs.

Doses of medicat ;
not be skipped.Ug
stomach can be mj
if drugs are take
meals. Good oral
and gum massage u
duce gum overgro
constipated, incy
roughage and fluj
diet.




DRUG

USUAL DOSAGE

ACTION

POSSIBLE SIDE EFFECTS

PRECATUTIONS

Tridione

Adjusted to indi-
vidual needs.

Used to control
petit mal seizures.

Sensitivity of eyes to
light, hiccups, lack of
appetite.

Dark glassesg if eyes
are zensitive. Phy-
sician may order blood
sample to be taken from
time to time.

Phencbarbital

Adjusted to indi-
wvidual need, 32

to 100 mgs 3 times
a day.

Depresses central
nervogs system,

used for sedation
and seizure control.

Drowsiness, irrita-
bility, slurred speech,
unsteady gait, hyper-
activity

Report =side effects to
rhysigian as dosage may
need to be adjusted.

4. Female Hor-
Mones

Wide variety of
commercial prep—
"arations avail-
able. The fol-
lowing is repre-—
sentative of an
estrogen/pro-
gesterone prep-
aration.

Ovulen=21

Cne tablet daily
for 21 days: off
tablet for 7 days,
the restart.

Suppresses ovualation,
used to prevent prag-
nancy, relieve painful
menstruation, reduce
copious menstrual
flow.

Breast tenderness,
weight gain, nausea,
spotty darkening of
skin, headaches, blood
clots.

Internal pelvic exam-
ination every & months
including Fap Smear.

If any =igns of bloed
clots (severe leg or
chegt pain, difficulty
in breathing, wvisual
or speech disturbances)
call phyzician at once
and stop pill.




10. Potential Health Hazards (in and around the hone)/Prevention

a. Falls (i.e., slipping on polished or waxed floors, in bath
tubs , etc.)

b. Bur ns
C. Cut s/ br ui ses
d. Poisoning

11. Basic First Aid

a. Wounds/controlling bleeding
b. Shock

c. Artificial respiration - CPR
d. Fractures/broken bones

e. Seizures

f. Burns

g. Poisoning and anti dotes

h. Head injuries

i. Bites (insect, animl, hunman)
j. Blockage of air and food passages
k. Drug overdose

C  Safety Managenent/ Energenci es

1.  Home Safety Tips to Avoid Accidental Fires

a. Fire hazards in and around the home

b. Fire prevention/facts (i.e., heat and snoke rise so stay close
to the floor in energencies, roll on the ground if clothes
catch on fire, etc.)

2. Types of Fires/How to Extinguish

a. Chemical fires
b. Gas fires
c. El ectric fires

3. How to Store Toxic and Fl ammabl e Subst ances
4. Fire Drills
a. Reporting a firel/enmergency phone nunbers
b. Emergency novenent routes

c. Evacuation plans
d. Unannounced fire drills

5. Fire Safety Regul ations and Standards for G oup Home Operation

D. Adm ni strative Policies and Procedures

1. Record Keeping

a. Adm ssion/Di scharge
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2.

)

(2) Intake procedures
(3) Oientation
(4) Discharge procedures
b. I ndi vi dual client records
(1) Date of adm ssion and/ or discharge
(2 Birthdate
(3) Last known address
(4  Addresses and phone nunbers of responsible relatives,
friends and/ or guardi ans
(5 Referral information/placenent agency
(6) Needs assessnent
(7) Incident reports on clients
(8) Correspondence relating to the client
(9 | PP's, progress reports, eval uations
(10) Medical, dental records/anbul atory status
(11) Physician's instructions for nedication usage and
di sposal
(12) Authorization for energency treatnment (nedical)/
consent forns
(13) Cdient's financial data
(14) Rel ease fornms
(15) O her
c. I nci dental reports
(1) Accidents
(20 Changes in the clients' behavior/physical, nental,
enoti onal and/or social functioning
(3) Death
(4 House budget data

d. St orage and confidentiality of client

Appl i cations/adm ssion policies

rights

Adm ni stration a. Rol e of the

direct-care staff

(1)

Day to day care of residents (2)

Meets residents' progranmatic needs (3)
Self-help skills/inplements IPP's

(4)
(5

Works directly with adm nistrators, interdisciplinary

team advocates, etc.

records/clients'

Ot her (i.e., nother/father image, role-nodel,
di sciplinarian, handles all types of enmergencies,
keeps records and charts for program natters and

nmedi cati on use, etc.)
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1. Resour ces/ Ref er ences

Casebolt, Myrna et al. Health and hygiene in the life project: Living in a
fam |y environnent, A Training Manual for G oup Hone Parents. Madison
W sconsin: The Harry A. Waisman Center on Mental Retardation and Human
Devel oprment, 1976. Wite: The Harry A Waisman Center in Menta
Ret ardati on and Menta
Heal th
Uni versity of W sconsin-Madi son
2605 Marsh Lane
Madi son, W sconsin 53706

Cox, Barbara. | can do it! | can do it! Book Series. Newport Beach, CA
K&A Publishing, 1981. Wite: K&H Publishing Conmpany
P. 0. Box 10133
Santa Ana, CA 92711

Cox, Janes. Goup honme staff training: A trainer's manual. Tall ahassee,
FA: Florida Association of Rehabilitation Facilities, Inc., 1977
Wite: Fl ori da Association of Rehabilitation Facilities, Inc. 347
O fice Plaza Tal |l ahassee, FA 32301

National Fire Protection Association. Life safety code. Quincy, MA:
Nati onal Fire Protection Association, 1981.
Wite: National Fire Association
Batterymarch Park Quincy, MA 02269

Accreditation Council for Facilities for the Mentally Retarded. Standards
for residential facilities for the nmentally retarded. Chicago: Joint
Conmi ssi on on Accreditation of Hospitals, 1975. Wite: Joint Conm ssion
on Accreditation of Hospitals 875 North M chigan Ave. Suite 2201
Chi cago, IL 60611
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UNIT VI

I. Community Service Mdel - frominstitutional based services to community
based services (background information).

A Service delivery system- a network of specialized and generic service
conponents that are directed toward nmeeting the general and extra
ordinary needs of those devel opnental |y disabled in the popul ation
served (AC/ MRDD definition, 1981).

B. Developing a service program

C Obtaining access to needed services.

I1. Formal/Informal Resources

A Formal resources - resources that are organi zed or have an adminis-
trative structure (i.e., church, civic clubs, etc.).

B Informal resources - resources contacted in a casual, unstructured
fashion (i.e., famly, friends, etc.).

[11. Conmmunity Resources/ Human Service Network

A.  Heal th Needs/ Physi cal - Ment al

1 Local public health clinics, child devel opment clinics, planned
par ent hood agencies, famly planning clinics.

a. ldentify, evaluate and diagnose general health conditions
of the residents

b. ldentify emotional and | earning problens in the residents
c. Provide referral service
2. Mental Health Centers (i.e., MAWR)

a. ldentify, evaluate and di agnose psychol ogi cal, behavioral and
enoti onal probl ens

b. Ofer psychotherapy and medication, recreational activities,

work activity centers, sheltered workshops, case nmanagenent
and advocacy

3 Speech, hearing dinics
a. Assess a resident's speech and hearing probl ens
b. Diagnose speech and hearing probl ens

c. Prescribe corrective devises for hearing or speech
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4.  Vision dinics
a  Assess a resident's vision/exam nations
b. Diagnose visual problens
c. Prescribe eyegl asses/contacts
5. Dental Care Cinics
a. ldentify and evaluate the dental conditions of the residents
b. Cure dental conditions and/or perform corrective dental work
6. Enmergency Health Services, Free Medical Cinics
a. Provide energency nedical treatnent on a 24- hour basis
B. Education
1 Publ i ¢ School System
a. Assess the educational needs of the residents
b. Provi de special classes and training prograns
3 X2 Speci al Schools, Adult Educational Prograns
a.  Assess the educational needs of the residents
b. Provi de special classes and activities
c. Ofer appropriate school prograns
3. Technical Vocational Schools
a. Provide technical training for future enploynment
C Daily-Life Activities
1. Conmunity Agencies, Councils, Wlfare Ofices, Social Service Agencies

a. ldentify and evaluate residents with special problens and/or
refer themto diagnostic agencies or clinics

b. Refer residents to the appropriate resources in the community
c. Provide recreational programs for the residents
d. Offer counseling services

e. Offer financial assistance to the residents
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Rehabilitation Centers

a.

Eval uate, identify and di agnose physical and notor problens
in children and adults

Provi de occupati onal and physical therapy

Reconmend sol utions to physical motor problens in children
and adults

Provide instruction and counseling services for the residents
and their natural famlies

Shel tered Wor kshops

Provi de on-the-job training
Hel p devel op appropriate work attitudes

Hel p residents find suitable enpl oynent

General State Rehabilitation Services

a. Facilitate optimal vocational devel opnent and adj ust nment

b. Provide job training and job placenent

C. Provi de nedi cal, vocational, and psychol ogi cal diagnhosis
and eval uation

d. Provi de counseling and referral services

e. Provide nedical restoration services and hospitalization

f. Provide prosthetic and orthotic devices

g. Provi de eyegl asses and vi sual services

h. Provide aid for nmaintenance during rehabilitation

Provi de occupational licensing, tools, equipnment, and initial stocks
and supplies

j. OFfer managenment services for small businesses

k. offer interpreter services for the deaf and reader services,
orientation and nobility training, daily living skills
instruction, and rehabilitation teacher services for the blind.

1. Provide transportation services

m O fer services to fam lies of handi capped clients
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6.

n.

Provi de follow up services to support the client foll ow ng
enpl oynment

Recreational Services/Leisure time activities

a.

City/ County Recreation Departnment
Recreational areas within the community (i.e., parks, mnmuseuns,
gymasi uns, theaters, community centers, YMCA, YWCA, public

swi mm ng pools, public libraries, bowing |anes, etc.)

Local church functions (i.e., dances, outings, sumrer church
canps, etc.)

City prograns
(1) Special library services

(2) Specialized transportation (i.e., special city transit
fares, wheelchair lifts, schedule on demand, etc.)

(3y Civic center prograns (i.e., ballets, synphonies, art
exhibits, etc.)

(4) Local sports organizations (i.e., special sports prograns,
special Oynpics, etc.)

(5 Scouting troops (girls and boys)

(6) Canp Fire organi zations

Lei sure-tine activities

(D Hel p the residents "unw nd"

(20 Provide new experiences for the residents
(3 Help to further integrate the residents into the comunity
(4 Hel p inprove the resident's coordination
(5 Hel p devel op or inprove social skills

(6) Help to increase the resident's creativity

(7) Help to create a sense of independence

Civic groups

a.

b.

Offer volunteer services to the group hone

Donate or build equi prent
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d. Provi de transportation

e. Lobby for legislation favorable to the concept of nornaliza
tion

D. Oher
1 Rehabilitation Services to the Blind or Deaf

2. State Wel fare Services

3. State/lLocal Health Departnents
4, Crippled Children's Association
5. Community Action Agencies
6. Social Service Agencies
7. Advocacy Groups (National and Local)
8. Nei ghborhood Centers
9. City Hal
IV. Community Rel ations

A Establ i shing rapport with the nei ghbors

1. Hol di ng open house to acquai nt nei ghbors and residents

2. I nvol vi ng the nei ghborhood in group honme activities, community
i nvol venent

3. Organi zi ng bl ock parties

B. Answering Questions
1.  What types of questions may be raised
2. Being prepared to deal with neighbor's concerns
3 Di spelling the nyth about nmental retardation

C Usi ng I nformal Resources

V. Resources/ References
The life project. Living in a famly environment: A training manual for

group hone parents. Madison, Wsconsin: The Harry A Wisnman Center
on Mental Retardation and Human Devel opment, 1976
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Wite: The Harry A Waisman Center on Menta
Heal t h
Uni versity of W sconsin-Madi son
2605 Marsh Lane Madi son,
W sconsin 53706

Ret ardati on and Ment a

Bensberg, G J. and Ashby, S. (Eds.) Cooperative occupational prepara-
tion of the handi capped. Lubbock, TX: Texas Tech Press, 1981

Wite: Research and Training Center in Mental Retardation Box 4510
Texas Tech University

Lubbock, TX 79409
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UNIT I X

I. Advocacy
A Types of Advocacy (discussion)

1. Legal Advocacy - litigating and legislating to establish the |ega

rights of people with devel opnental disabilities and to insure
that those rights are not violated.

2.  Systens Advocacy - influencing social and political systenms to
bri ng about changes in laws, rules, regulations, policies, and
practices for the benefit of groups of people (i.e., establishing
group hones when there have been none established, arranging for
for removal of architectural and transportation barriers,
provide consultation and |egal representation in courts on
zoni ng hearings and other legal matters, etc.).

3. Citizen Advocacy - a program nmatchi ng mature, conpetent vol un
teers in one-to-one relationships with people who are devel op-
mental |y di sabled. Such advocates represent the rights and in
terests of residents (i.e., citizen advocate-protege relationship).

4. Self Advocacy - acting in one's own behal f.

5. Protection and Advocacy (P&A systens) - the state agencies nan
dated by Section 113 of the Devel opnental Disabilities Act and
Bill of Rights Act to provide a broad range of protection and
advocacy services (i.e., such a systemhas the authority to pur
sue |legal, adm nistrative and other appropriate remedies to in
sure the protection of the residents' rights).
B. Organi zational Structure

L I nternal Advocacy - supported by the facility.

2. Ext ernal advocacy - supported by sources outside the service
system

Il. Advocates
A Types - people who are devel opnentally di sabl ed, parents, staff and
adm ni strators, professionals, and volunteers (i.e., |lawers, social
scientists, reporters, |obbyists, elected officials, etc.).
B. \What Advocates Can Do/ Goal s
1. Assure the quality of residential programrmng and facilities.

2. Help devel op conprehensive residential services.

3 Hel p devel op comunity support services.
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4. Meet the residents' basic human need to be cared for while pro
vi di ng gui dance

5. Help fam lies through deinstitutionalization

6. Provi de case finding and referral services.

7. Do case managenment and fol | ow al ong.

8. Teach sel f-advocacy and comunity living skills.

9. Represent individuals or groups in legal matters.

10. Provi de protective services.
11. Educate the public.
12. Qher.
I1l. Residents' Rights
A Sources of Legal Rights
1. The Due Process Cl ause of the Fourteenth Anendnent.

2. The Equal Protection Clause of the Fourteenth Amendnent.

3 Rights to Privacy (i.e., applies to nmatters of marriage, protec
tion, contraception, famly relationships, child rearing and educa
tion, abortion, sterilization, etc.).

4. Section 504 of the Rehabilitation Act of 1973.

5. The Devel opnental Disabilities Assistance and Bill of Rights Act.

B. Basi ¢ Rights

1 The right to liberty.

2. Procedural due process.

3 The right to least restrictive alternatives.

4, The right to treatnent and habilitation services.

5. The right to individualized program pl ans.

6. Freedom from harm and abuse.

7. The right to a humane and safe environnment.

8. The right to an equal education.

207



9. Confidentiality and access of records.

10. Sexual, marital, and parental rights.

11. Equal access to medical services.

12. The right to advocacy services and | egal access,

13. The right to vote.

14. Ohers (i.e., the right to send and receive mail, the right to
choose and practice religion, the right to enter into contracts
and to own and di spose of property, etc.).

Legal Recourse/Where to go for Information and Legal Aid

A Legal aid offices or |egal services

B. State protection and advocacy offices for devel opnental disabilities

C Legal aid clinics attached to | aw school s

D Anerican Civil Liberties Union

E Local offices of the Bar Association

F. Local offices of the Association for Retarded Citizens
Private | awers

Resour ces/ Ref erences

Baucom L.D. and Bensberg, G J. Advocacy systens for persons with devel -
opnmental disabilities. Lubbock, TX: Vintage Press, 1977. Wite:

Research and Training Center in Mental Retardation Texas Tech

University P.O Box 4510 Lubbock, TX 79409

Crosson, W; Browning, P.; & Kranbs, R E. Advancing your citizenship; An
advocacy manual for persons with disabilities. Eugene, OR
Uni versity of Oregon, Printing Departnent, 1979.
Wite: Center on Human Devel opment University of
Oregon Eugene, Oregon

Herr, S.S. Rights into action: Protecting human rights of the nentally
handi capped. Washington D.C.: Catholic University Law Review, 1977.

Ki ndred, M chael (Ed.) The nentally retarded citizen and the |law. New
York: Macmillan Publishing Conpany, 1976.

208



Wite: Macmllan Publishing Company
866 Third Ave. New York, NY
10022

Rights of the nmentally handi capped, nmental retardation. Anerican Associa-

tion on Mental Deficiency, 1973.

Rude, CD. and Aiken, P.A. (Eds.) Advocacy in residential programs. Lub-
bock, TX: Research and Training Center in Mental Retardation, TTU, 1982.
Wite: Research and Training Center in Mental Retardation

Texas Tech University
P. O. Box 4510
Lubbock, TX 79409
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APPENDI X A

ANNOTATED BI BLI OGRAPHY

Conmuni ty Living/Establishing and Operating Residential Facilities

Braddock, D. Opening Cl osed Doors. (VA:  The Council for Exceptional Chil-

dren, 1977).

Thi s book surveys current trends and issues pertaining to deinstitu-
tionalization in Arerica. It reviews ideological, public policy, psychosocial
and programmatic issues. It also includes a conprehensive annotated biblio-

graphy on material relevant to independent |iving.

Wite: The Council for Exceptional Children
Publ i cati ons Sal es 1920 Associ ati on
Drive Reston, VA 22091

Bright, M Planning Residential Alternatives, (Austin, TX: Texas Associa-
tion for Retarded Citizens, 1981).

This manual is a useful guide developed in the state of Texas for
pl anni ng and fundi ng conmunity-based residential facilities for the devel op-
mentally disabled. It includes information on general guidelines for the
pl anni ng process, funding sources, and resource materials, agencies, and
or gani zati ons.

Wite:
Bri ght
Texas Associ ation for Retarded Citizens
833 Houston Street Austin, TX 78756
Bruininks, R H et al. Deinstitutionalization and Community Adjustnent of

Mental ly Retarded People. (Washington, D. C. AAMD, 1981).

Thi s nonograph (no. 4) conbines two sets of papers devel oped around the
general issues of deinstitutionalization and adjustnent of nentally retarded
people living in comunity settings. The papers present a broad, in-depth
exani nation of deinstitutionalization as a public policy, its trends and
special problens in inplenentation, conceptual and nethodol ogi cal aspects of
its study.

Wite: American Association on Mental Deficiency

5101 W sconsin Avenue, N.W Washi ngton,
D. C. 20016
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Conmuni ty Residential Options. (Arlington, VA The Sheltered
Center of Northern Virginia, Inc., 1975). Cccupat i ona

The manual is based on the Northern Virginia experience in group hones. It
is useful as a guide on program planni ng and devel opnent for groups who want
to start up a residential program The information contained within the
manual includes funding and fundi ng sources, an overview of inplementing a
residential program program and resident evaluation, client rights, advocacy,
comunity resources utilized by group hones, and management systens.

Wite: Northern Virginia Association for Retarded Citizens, Inc.
Suite 200- A
105 East Annandal e Road
Falls Chirch, VA 22046

Frieden, L. et al. I LRU Source Book: A Technica
dependent Living. Assi stance Manual on |n-
Research, 1979). (Houston, TX: The Institute for Rehabilitation and

Thi s book has been conpiled as a nmeans of sharing previous experiences in
i ndependent |iving with persons, organizations, and conmunities that are be-
ginning to becone involved in this field. It is designed to assist in de-
fining inportant issues in planning an independent |iving project and serve as
a source of ideas that can be adapted in a variety of comunity contexts.

Wite: The Independent Living Research Utilization Project
P. O. Box 20095 Houston, TX 77025

Gage, M A - et al. Goup Hones for the Devel opnentally Di sabl ed Children.
(Oregon: Instructional Devel opnent Corporation, 1977).

Thi s book describes the experiences of two experinmental group homes for
devel opmental | y disabled children. It includes descriptions of the homes and
children served, the rel ationship between the school and group hone, sugges-
tions for starting a group home, ways to obtain suitable candidates for the
home, results with children, costs of the honme, and a plan for a comrunity.

Wite: Instructional Devel opment Corporation
P. O Box 361
Manmout h, OR 97361

Goodfellow, R G oup Honmes: One Alternative. (Syracuse, NY: Human Policy
Press, 1974).

Thi s bookl et shares the experiences of adm nistrators, houseparents, resi-
dents, and friends involved in the group hone nmovenent.

Wite: Human Policy Press
P. 0. Box 127
University Station
Syracuse, NY 13210
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Kugel, R and Shearer, A. (Eds.) Changing Patterns in Residential Services for
the Mentally Retarded. (Washington, D. C. : GPO 1976).

This manuscript is an updated report on residential facilities for nentally
retarded persons. It stresses the normalization principle and descri bes
various nodels of residential facilities in the United States and abroad.

Wite: Superintendent of Docunents
U S. Governnent Printing Ofice
Washi ngton, D. C. 20402

Lawder, E. A.; Andrews, R G ; and Parsons, J. R Five Mddels of Foster Famly
Group Honmes. (New York: Child Welfare League of Anerica, Inc. 1974).

Thi s monograph describes five foster fami|ly nmodels useful in putting the
concept of differentiated foster fanmily care into practice.

Wite: Child Welfare League of Anerica, Inc.
67 Irving Place New York, Ny 10003

Manbort, T. T. et al. Community Acceptance: A Realistic Approach. (Ohio:
Mont gomery County Board of Mental Retardation and Devel opnental Disabili-
ties, 1981).

This report delineates the results of a county-w de nei ghborhood opi ni on
survey and a property sales study regarding the effects of fam |y group hones
for the developnentally disabled. The study took place in Mntgonery County,
i o.

Wite: Montgonery County Board of Mental Retardation
8114 N. Main Street Dayton, OH 45415

Manula, R. A. and Newman, M S. W Comunity Pl acenent of the Mentally Re-
tarded. (Springfield, IL: Charles C. Thomas Publisher, 1973).

The book exam nes the basic components of the community placenment concept,
di scusses its historical developnent, and offers guidelines for the devel op-
ment of effective community placenent prograns designed to neet the particul ar
requi rements of the individual comrunities and agencies invol ved.

Wite: Charles C. Thomas Publi sher
301- 327 East Law ence Avenue
Springfield, IL 62717

O Connor, G Home Is A Good Place. (Washington, D. C. Anmerican Association
on Mental Deficiency, Inc., 1976).

Thi s nonograph (no. 2) discusses the national perspective of comunity
residential facilities for devel opnentally disabled persons. It includes dis-
cussions of comunity residential facilities, the establishment of facilities,
and community services and characteristics of residents.

Wite: American Association on Mental Deficiency
5101 W sconsin Avenue, N.W Washi ngton, D.
C. 20016
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People Live In Houses: Profiles of Conmunity Residences for Retarded Children
and Adults. (Washington, D. C.: GPO 1975)

Thi s bookl et describes group hones, foster hones, and i ndependent residen-
tial facilities as alternatives to the institutionalization of the nentally
retarded.

Wite: President's Conmittee on Mental Retardation
Superintendent of Docunents U. S. Governnent
Printing OFfice Washington, D. C. 20402

Scheerenberger, R C. Managing Residential Facilities for the Devel opnentally
Di sabled. (Springfield, IL: Charles C. Thomas Publisher, 1975).

This book serves as an introduction to some of the broader aspects of
managi ng a group hone. Primary attention is devoted to phil osophy, personnel
organi zation, |eadership, planning and eval uation, and organi zed | abor.

Wite: Charles C. Thomas Publisher

301- 327 East Lawrence Avenue

Springfield, IL 62717
Slgelman, C. K. Group Homes for the Mentally Retarded, (Lubbock, TX: R&T Cen-
ter in Mental Retardation, 1973).

Thi s nonograph exam nes the potential of group honmes coordi nated by both
nmental retardation and vocational rehabilitation agencies. |ssues covered in-
clude the need for a degree of support and supervision in the comunity for
those mentally retarded persons living independently, and the role of voca-
tional rehabilitators in finding and hel ping the individual maintain a job.

Wite: Research and Training Center in Mental Retardation
Texas Tech University Box 4510 Lubbock, TX 79409

Sitkei, E. G Systemmtic Planning and Progranm ng for Group Hones and an

Approach to Accountability for Group Home Operation. (Oregon: Rehabili-
tation Research and Training Center in Mental Retardation, 1976).

These reports provide information on the systemati c managenent of the
daily operation of the community residential facility. Included in the report
is material on program budgets, elements of systematic planning for program
devel opnent, and how to write and inpl ement goals and objectives.

Wite: Rehabilitation Research and Training Center in Mental Retardation

2nd Floor, Clinical Services Building University of Oregon Eugene,
CR 97403
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Zamarripa, S. J. An Orientation Manual to the I ndependent Group Residence.
(Atlanta, GA: Georgia Departnment of Human Resources, 1980).

Thi s docunent was devel oped to provide service workers with a manual from
which to plan, develop, and operate an independent group residence. Based on a
Community Residential Service Mdel, the manual contains information about the
pur pose of the nodel, its costs, and funding base. For the devel oper and
manager, information is included on optimal housing designs, staff arrange-
ments, staff roles, personnel, various functions within the home, and sche-
dul i ng arrangenents.

Wite: Sam J. Zamarripa
Mental Health and Mental Retardation
47 Trinity Avenue, S.W Atlanta, GA
30034

Staff/Training Manual s

A Better Answer...Supervision In Home Care:

A Traini ng Manual for Supervisors (New York: National HomeCaring
and A Training Guide for Instructors.
Council, Inc., 1982)

The training guide is the conmpani on piece to the basic manual for super-

visors. This guide is designed as a resource to the trainer to assist in

ef fective supervisory training program devel opnent, utilization of the content
of the curriculumfound in the manual, and presentation of the materials,
exerci ses, and aids. The guide contains selected activities which can be in-
tegrated into the content of the training sessions, and it parallels the
manual . Structured activities, case studies, exhibits, handouts, role plays,
vi sual aids, and discussion questions are given in the training guide.

Wite: National HoneCaring Council, Inc.
235 Park Avenue, South New York, NY
10003

Bensberg, G J. and Barnett, C. D. Attendant Training in Southern Residential
Facilities for the Mentally Retarded. (Atlanta, GA: Southern Regiona
Educati on Board, 1966).

This report includes an account of a five year project sponsored by the
Sout hern Regi onal Educati onal Board and the National Institute of Mental
Health on the role of the attendant, the devel opnent of a training curriculum
in-service training of personnel responsible for curriculum devel opment and
teachi ng attendants, and evaluation of training programs of various operating
institutions for the nmentally retarded. The report also sets guidelines based
on experience for persons who are responsible for setting up or conducting
attendant training programs in institutions for the nentally retarded.

Wite: Southern Regional Education Board

130 Sixth Street, NW Atlanta, GA
30313
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Cox, B. | Can Do It. | Can Do It. (Series) (Newport Beach, CA: K&H Pub-
lishing, 1981).

The | Can Do It. | Can Do It. Series for People Wth Very Special Needs is
a set of learning and teaching books for the nmentally retarded in daily living
skills. The series covers physical exercise, cooking, housekeeping, persona
groom ng and physical hygi ene, and day-to-day purchasing of itenms in a
consuner guide

Wite: K&H Publishing Conpany

3300 West Pacific Coast Highway, Suite F
Newport Beach, CA 92663

Group Hone Staff Training: A Trainer's Manual. (Tallahassee, FL: Florida
Associ ation of Rehabilitation Facilities, Inc., 1977).

This training programis designed to provide group hone staff with a com
prehensive introduction to the basic skills and information needed in the
operation of a group home. Active participation anong the trainees ensures
that the information provided is neaningful and that |learning is occurring.

Wite: Fl ori da Associ ati on of Rehabilitation Facilities, |nc.
347 O fice Plaza Tall ahassee, FL 32301

Lakin, K. C. and Bruininks, R H  COccupational Stability of Direct- Care

Staff of Residential Facilities for Mentally Retarded People. (M nneapo-
lis, MN: Departnent of Psychoeducational Studies, University of M nneso-
ta, 1981).

This study was based on a national sanmple of residential facilities for
retarded people and of the staff enployed in them The major study was cont
pri sed of three substudies: (1) data collected from 71 public facilities and
137 non-public facilities regarding crude annual turnover rates and rel ated
organi zational variables; (2) a one-nonth, conplete listing of all direct-care
staff separating from 75 public and 161 non-public facilities including
personal data and reasons for separation; and (3) a one-year follow up survey
of 1002 interviewed direct-care personnel of sanpled public and non-public
facilities.

Wite: Developnment Disabilities Project on Residential Services and Community

Adj ust ment 207 Pattee Hall 150 Pillsbury Drive, S.E. M nneapolis, M
55455
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McCarthy, T. J. Managing G oup Hones; A Training Manual. (Nashville, TN
Tennessee Department of Mental Health and Mental Retardation, 1980).

This training manual is designed to train the hone manager in areas such as
nutrition, human behavior, and nmental health law. It consists of a self-study
unit, tests and grades, and on-the-job training projects ained at hel ping the
home nanager gain greater satisfaction fromthe job

Wite: Terrence J. MCarthy
P. O, Box 140496
Nashville, TN 37214

Provencal, G and Evans, D. Resident Manager Education: A Curricul um Mode

for Educating Foster Parents and Group Home Personnel . (M. denens, M:
Maconb- OCakl and Regi onal Center, 1977).

This curriculum nmodel conbi nes education and training in areas such as an
orientation to mental retardation, nmintaining healthy environments, providing
energency care, fire and safety considerations, adm nistrative respon-
sibilities, and other areas dealing with independent living for the devel op-
mental |y di sabl ed.

Wite: Maconb-Oakl and Regi onal Center
16200 Nineteen Mle Road M.
Cl emrens, M 48044

Rizzo, D. C. et al. Mnual for the Instruction of Operators for the Mentally
Retarded of Fami |y Care Honmes. (Trenton, NJ: New Jersey Departnent of
Humman Servi ces, 1978)

This manual is used for training those individuals who are providing care
for mentally retarded adults in their homes and | arger group honmes. The
manual is divided into six sections or chapters. The objectives of the
training are to better acquaint the trainees with the needs of their residents,
to normalize the lives of the adults placed in facilities, and to better inte-
grate theminto the mainstream of the conmunity.

Wite: New Jersey Departnent of Human Services
Di vi si on of Mental Retardation
Bureau of Field Services
169 W Hanover Street
Trenton, NJ 08618

Rosen, H S. et al. Teaching Comunity Residential Staff: Conpetencies,
Procedures, and Qutcomes. (Akron, OH Blick Clinic for Devel opnmental
Disabilities, Inc., 1981).

Thi s manual exan nes three basic conmponents of a data collection system
used to evaluate the effectiveness of a residential training program CObser-

vati onal Data, Survey Data, and Traini ng Dat a.

Wite: Blick Clinic for Devel opmental Disabilities, Inc.
640 W Market Street Akron, OH 44303
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Smith, C. B. and Anderson, K. E. Training for Residential Alternatives.
(Col umbus, OH: The Ohio Devel opmental Disabilities Planning Council).

The manual contains an outline of core content areas for training in resi -
dential alternatives. Also included in the manual are: (1) a technique for
analyzing the effectiveness of these questions in evaluating training sessions,
(2) recommendations for future devel opment of multiple-choice questions, and
(3 a description of a filing systemfor the devel opment of a resource pool
of items.

Wite: The Nisonger Center for Mental Retardation
and Devel opmental Disabilities
Ohio State University Columbus,
OH 43210

The Life Project. Living In A Fam |y Environment: A Training Program for
Group Home Parents. (Madison, W: The Harry A. Waisman Center on Menta
Retardation and Human Devel opment, 1976).

This is a programto train group home parents to assist mentally retarded
adults in becomng more independent. The kit contains 2 filmstrips, 10 audio
cassettes, and 8 manuals. The manuals are designed to teach the group home pa-
rents, but also offer suggestions on instructing residents in hygiene, recrea-
tion, social behavior, leisure time, and sexuality.

Wite: Omega Films Ltd. 133
Manville Road Unit
19 Scarborough
Ontario

Training for Independent Living. (California: Ventura County Association for
the Retarded, Inc., 1978).

This manual describes a program designed to teach handicapped adults the
skills they need for living independently in the community. TIL is designed as
a transitional living situation. Persons enter the program learn the skills,
and move out into their own apartments. The material is divided into three
parts: Part 1 is a discussion of program decisions such as where to |ocate,
what staff is needed, how to divide the trainee's time, howto evalun ate
training progress; Part 2 consists of lesson plans for 149 separate teaching
objectives; Part 3 is an appendix which gives some specific procedures which are
used at TIL.

Wite: Ventura County Association for the Retarded, Inc.
P.O. Box 646 Camarillo, CA 93010
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Walls, R T. et al. The |Independent Living Behavior Checklist. (Dunbar, W
West Virginia Research and Training Center, 1979).

This checklist is about independent living skills, what they are, and how
they can be neasured. The skill objectives are presented as clearly stated
condi tions, behaviors, and standards. The areas covered include nobility,
self-care (dressing, clothing care, hygi ene), hone nai ntenance and safety,
nutrition and food preparation, interpersonal relations, telephone use, func-
tional reading and witing, and noney managenent.

Wite: West Virginia Research and Trai ning Center

Admi ni stration, Training and Publications Staff
1223 Myers Avenue Dunbar, W 25064

Housi ng/ Structural Design/ Accessibility

A Gui debook To: The M ni num Federal Gui delines & Requirenents for Accessible
Design. (Washington, D. C.: U S. Architectural & Transportation Barriers
Conpl i ance Board, 1981).

This book contains the guidelines and requirements for the issuance of
consi stent and inproved accessibility and usability standards issued by the
General Services Admnistration, Departnent of Housing and Urban Devel opnent,
Departnent of Defense, and the U S. Postal Service, under the Architectural
Barriers Act of 1968, as amended. These guidelines and requirements are in a
format nore readily usable by state and | ocal building officials and federal
bui | di ng nmanagers.

Wite: Ofice of Technical Services
U S. Architectural and Transportation
Barriers Conpliance Board
Washi ngton, D. C. 20202

Adaptable Dwellings. (HUD: Office of Policy Devel opment & Research, 1979).

This report outlines how adaptive devices and architectural/interior de-
sign features can be used to nake a home accessible for the physically handi-
capped. A study of consuner acceptance of design features is presented, along
with recommendations for an approach to the design of dwellings.

Wite: Superintendent of Documents U. S.
CGovernnent Printing Ofice
Washi ngton, D. C. 20402
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An Eval uati on of Housing for the Severely Disabled: 1In the Context of a Ser -
vice Delivery System (HUD: Office of Policy Devel opnent and Research,
1976) .

This report describes the phil osophy, approach, and findings of a post
occupancy eval uation of Creative Living, an 18-unit apartnent conplex in
Col umbus, Chio. The apartnent units are specifically designed for quadri-
pl egi c residents.

Wite: Superintendent of Docunents
U.S. Governnent Printing Ofice
Washi ngton, D. C. 20402

Handbook for Design: Specially Adapted Housing. (Veteran's Adm nistration,
1978) .

Thi s panmphl et provides information on housing designs and features that
make homes nore accessible to the physically disabled. The information is
presented in such a manner as to increase the architect's or designer's sen-
sitivity to the housing needs of the physically handi capped through specific
design details.

Wite: Veterans Adm nistration
Superi ntendent of Docunents U.S.
Governnment Printing Ofice
Washi ngton, D. C. 20402

The Estimated Cost of Accessible Buildings. (HUD: Ofice of Policy Devel op-
ment and Research, 1979).

This report assesses the construction costs for the renovation of existing
bui I dings and the cost of redesigning new buildings for the handi capped. The
estimated costs include construction costs, l|abor, materials, delivery costs,
and profit margins for making various types of buildings barrier-free.

Wite: Superintendent of Documents
U.S. Governnent Printing Ofice
Washi ngton, D. C. 20402

Thonpson, M M Housing for the Handi capped and Di sabled: A Guide for Local
Action. (Washington, D. C.: The National Association of Housing and
Redevel opnent Officials, 1977).

This book offers basic informati on and gui dance that |ocal groups can use

to develop residential living environments, incorporating special design and
service conponents. It is a step-by-step guide that treats each aspect of the
housi ng devel opment process as it will nost likely be encountered by any | oca

group concei ving and undertaki ng housi ng for handi capped persons.

Wite: The National Association of Housing and Redevel opment Officials
2600 Virginia Avenue, N.W Washington, D. C. 20037
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Pol i ci es/ Procedur es/ St andar ds

G bson, W M (Director) Operating Manual for Residential Services Personnel
(Col unbus, OH: The Nisonger Center for Mental Retardation and Devel opnmen-
tal Disabilities, 1974).

The book contains a collection of individually witten articles concerning
a variety of topics as they relate to residential operation and adm nistration
The book is divided into three broad areas. Part 1 is basically for admnis-
trators on the overall operation of the Group Hone. Part 2 is ainmed at the
residential services personnel and provides basic information and progranmm ng
for residents. Part 3 deals with emergency procedures.

Wite: The Nisonger Center for Mental Retardati on and Devel opnment al
Disabilities
1580 Cannon Drive
Col umbus, OH 43210

Interpretive Guidelines and Survey Procedures for the Application of the
Standards for Institutions for the Mentally Retarded or Persons with
Rel ated Conditions. (Federal Register, 1977).

Federal standards for Internmediate Care Facilities for the Mentally Re-
tarded (I CF/ MR) are delineated as they pertain to those facilities that
receive federal Medicaid funds for health or habilitative services. The
standards are necessary to assure high quality services for the devel opnent of
maxi mum i ndependent |iving capabilities of the residents. Facilities
receiving | CR/MR rei nbursement must rigorously conformto these standards as
they relate to health and safety codes. The standards take into account the
wi dely diverse needs of the nentally retarded.

Internmediate Care Facilities for the Mentally Retarded. (Federal Prograns
I nformati on and Assi stance Project, Washington, D. C GPO

The text is set up as a training nodule to provide a basic understanding
of the ICF/ MR process and services. The nanual also includes an overvi ew of
Medi cai d and fundi ng nmechani sns for | CF/ MR s.

Wite: Federal Prograns |Information and Assi stance Project
1522 K. Street, N.W Wshington, D. C. 20005
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St andards for Services for Devel opnentally Disabled Individuals. Accreditation
Council for Services for Mentally Retarded and Ot her Devel opnmentally Dis-
abl ed Persons. (Washington, D. C. AC/ MRDD, 1981).

The docunent delineates the standards of operation for the accreditation
of residential facilities that house persons with devel opnental disabilities.
The accreditation process sets the standards for residential services. These
standards are used to assess residential programoperation. A Survey Question-
naire guide is available for use with the AC/ MRDD standards docunent. The
questionnaire is necessary in reporting to the Accreditation Council the self-
survey that is required of each facility seeking accreditation by the Council.

Wite: AC/ MRDD

5101 W sconsin Avenue, N W
Washi ngton, D. C. 20016
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Fire Safety

Nat i onal Bureau of Standards. Fire and Life Safety for the Handi capped.
(Washington, D. C.: GPO, 1980).

This report contains information obtained from The Conference on Fire
Safety for the Handi capped held at the National Bureau of Standards, Novenber
26-27, 1979, and fromthe Wrkshop on Life Safety for the Handi capped held in
Washi ngton, D. C, and Sacranento, California, August and Septenber 1979. It
i s designed as a conprehensive and basic source docunented in the area of fire
and life safety for the handi capped.

Wite: Superintendent of Docunents
U. S. Governnent Printing Ofice
Washi ngton, D. C. 20402

National Fire Protection Association. Life Safety Code. (Quincy, MA
National Fire Protection Association, Inc., 1981, revised).

The Life Safety Code lists mininmumrequirenents that were adopted to
create a reasonabl e degree of safety fromfire in buildings and structures.
The Code addresses those construction, protection, and occupancy features
necessary to minimze danger to life fromfire, snoke, funmes, or panic.
Bui l dings are divided into classifications of occupancy and regul ati ons are
recorded in accordance to the building classification.

Wite: National Fire Protection Association
ATTN: Publications Sal es Division
Batterymarch Park Quincy, MA 02269

Nel son, H. E. and Shibe, A J. A Systemfor Fire Safety Evaluation of Health
Care Facilities. (Washington, D. C. Center for Fire Research, 1978).

This report is part of a 5-year fire safety program which consists of
i nformati on and projects on decision analysis, fire and snoke detection, snoke
nmovenent and control, automatic extinguishment, and behavior in institutiona
popul ations in fire situations. The report consists of a nethodol ogy for
generating an equival ency system for a specific fire safety requirenment and a
speci fic exanple for a system which provides equivalency to the minimumlife
safety requirenments for health care facilities.

Wite: Center for Fire Research
Nat i onal Engi neering Laboratory
Nati onal Bureau of Standards U. S.
Depart ment of Commerce
Washi ngton, D. C. 20234
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Ramey-Snith, AL M Goup Homes for the Developnentally Disabled: Case His-
tories of Denographics, Household Activities and Room Use. (Washington
D. C Rehabilitation Services Adm nistration, Ofice of Human Devel op-
ment Services, 1979).

This study was devel oped to provide data necessary for the devel opnent of
life safety codes appropriate for group hones. Data are presented for room
use and activities of devel opnental |y disabled residents. Recommendations are
presented regarding fire safety for group homes.

Wite: Consuner Sciences Division
Center for Consumer Product Technol ogy
Nati onal Bureau of Standards
Washi ngton, D. C. 20234

Legal

Allen, R C Legal Rights of the Disabled and Disadvantaged. (Washington, D.
C. GPO, 1969)

One of a series of five papers prepared for the use of delegates to the
National Citizens Conference on the Disabled and Di sadvantaged held June 24-
27, 1969, in Washington, D. C. The paper deals with legal matters that affect
t he di sabl ed.

Wite: Superintendent of Documents

U.S. Governnent Printing Ofice
Washington, D. C. 20402

Baucom L. et al. Action through Advocacy. (Lubbock, TX: Research and
Training Center in Mental Retardation, 1980).

This manual is useful for training volunteers in state protection and
advocacy agencies. It is set up as a curriculumto train volunteer advocates
who have direct relationships with devel opmentally disabl ed people. The broad
goal of the training is to give volunteer advocates know edge of devel opnental
disabilities and of the advocate's role, an understanding of the attitudes
that affect the lives of devel opnentally disabled persons and basic skills in
commruni cation, assertiveness, and taking action for change.

Wite: Research and Training Center in Mental Retardation
Texas Tech University
Box 4510
Lubbock, TX 79409
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Baucom L. et al. Citizen Advocacy: How to Make It Happen. (Lubbock, TX
Research and Training Center in Mental Retardation, 1980).

This text discusses the foundations of citizen advocacy and how to set up
and administer a citizen advocacy program It further discusses the functions
of such a program The information is presented in three parts. Part 1 gives
an overview of citizen advocach and tells how to assess comrunity support, find
a sponsor, incorporate, forma board, seek funds, hire staff, and select an
office site. Part 2 provides tips on essential managenent functions. Part 3
di scusses the program functions that are nost aritical for advocacy such as
recruiting volunteers, screening and matchi ng advocates and proteges, training,
and foil owup.

Wite: Research and Training Center in Mental Retardation
Texas Tech University Box 4510 Lubbock, TX 79409

Baucom L. D. and Bensberg, G J. Advocacy Systens for Persons with Devel op-
mental Disabilities. (Lubbock, TX: Vintage Press, 1977).

Thi s vol ume consists of presentations on the context of advocacy, conpo-
nents of conprehensive advocacy systenms, and resources for assistance pre-
sented at national conferences sponsored jointly by the Devel opnental Disa-
bilities Ofice of the Ofice of Human Devel opnent and the Research and
Training Center in Mental Retardation of Texas Tech University. The conbi ned
proceedi ngs and five issue papers are contained within this text.

Wite: Research and Training Center in Mental Retardation
Texas Tech University Box 4510 Lubbock, TX 79409

Herr, S. S. FromRights to Realities: Advocacy By and For Retarded People in
the 1980's. (Washington, D. C.: GPO 1979)

The author's views of the rights of the handi capped are di scussed with
particular attention to future inplications including priority setting and
resources for |egal advocacy.

Wite: Superintendent of Documents
U.S. Governnent Printing Ofice
Washi ngton, D. C. 20402

Lauber, D. Zoning for Family and Group Care Facilities. (Chi cago, |IL:
Pl anni ng Advi sory Conmmittee, 1974).

This report deals with issues related to zoning practices dealing with
residential facilities in communities including regulatory obstacles, community
pressure, and recomrended zoning treatment. The zoning process is dealt with
in regard to guidelines and | egislation affecting zoning ordi nances.

Wite: Anerican Society of Planning Oficials
1313 East Sixtieth Street Chicago, IL
60637
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Rude, C. D. and Aiken, P. A Advocacy in Residential Prograns. (Lubbock, TX
Research and Training Center in Mental Retardation, 1982).

Thi s book presents information that applies specifically to residentia
progranms for the handi capped such as the various types, ains, and procedures
of residential prograns and about relevant rights and standards. It is in-
tended as a training guide for advocates for people in residential prograns
and can apply to various types of advocacy prograns, including self-advocacy,
citizen advocacy, systems advocacy, and | egal advocacy.

Wite: Research and Training Center in Mental Retardation
Texas Tech University Box 4510 Lubbock, TX 79409

Singletary, E. E.; Collins, G D. and Dennis, H F. Law Briefs on Litigation
and the Ri ghts of Exceptional Children, Youth, and Adults. (Washington,
D. C.: University Press of America, 1977).

The text deals with legal information drawn from cases, |aw materi al
prof essional texts, journals, and law reviews on |egal issues that affect the
handi capped. Particular attention is given to |andmark cases involving the
handi capped person's rights (i.e., education, treatnment, voting, etc.).

Wite: University Press of Anerica
4710 Auth Place, S. E
Washi ngton, D. C. 20023

Swadron, B. B. Mental Retardation - The Law - Guardi anship. (Toronto:
Nati onal Institute on Mental Retardation).

The text deals with a broad range of |egal issues involving the rights
of the nentally retarded including such issues as nmarriage, parenthood, nan-
datory enploynment laws, child protection |laws, guardianship, citizen advoca-
cy, etc. The text brings together avail able know edge and experience in the
field of mental retardation as a foundation for action and inplenentation of
new or existing |egislation, services, and practices.

Wite: Nati onal Institute on Mental Retardation

York University Canpus 4700 Keele Street
Downsvi ew, Toronto Canada
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APPENDI X B

LI FE SAFETY CODE

Reprinted with pernission fromthe NFPA 101-1981,
Life Safety Code® Copyright® 1981, National Fire
Protection Associ ation, Quincy, Massachusetts 02269.
This reprinted material is not the conplete and offi
cial position of the NFPA on the referenced subject,
which is represented only by the standard in its
entirety.

Life Safety Code® and 101® are Regi stered Trademarks
of the National Fire Protection Association, Inc.,
Qui ncy, MA
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CHAPTER 13 EXI STI NG HEALTH CARE OCCUPANCI ES
SECTI ON 13-1 GENERAL REQUI REMENTS
13-1.1 Application 13-1.1.1 Genera

13-1.1.1.1 Existing health care facilities shall conply with the provisions
of this chapter. (See Chapter 31 for operating features.)

Exception: Hospitals and nursing hones found to have equival ent safety. One
such nethod for determning this equivalency is given in Appendix C

13-1.1.1.2 This chapter establishes life safety requirenents for the design of
all existing hospitals, nursing hones, residential-custodial care and supervisory
care facilities. Where requirenents vary, the specific occupancy is nanmed in the
par agraph pertaining thereto. Section 13-6 establishes |life safety requirenments
for the design of all existing anbulatory health care centers.

13-1.1.1.3 Health care occupancies are those used for purposes such as nedical or
other treatnent or care of persons suffering from physical or mental illness,

di sease or infirmty; for the care of infants, conval escents or infirm aged per-
sons.

13.1.1.1. 4 Health care facilities provide sleeping acconodations for the occupants
and are occupi ed by persons who are nostly incapable of self-preservation because of
age, physical or mental disability, or because of security neasures not under the
occupants' control

13-1.1.1.5 This chapter also covers anbulatory health care centers as defined
in 13-1.3(e). See Section 13-6 for requirenments.

13-1.1.1.6 Buildings or sections of buildings which house, or in which care is
rendered to, nental patients, including the nentally retarded, who are capabl e of

j udgnent and appropriate physical action for self-preservation under energency
conditions in the opinion of the governing body of the facility and the governmental
agency having jurisdiction, may come under other chapters of the Code instead of
Chapter 13.

13-1.1.1.7 It shall be recognized that, in buildings housing certain types of
patients or having detention roonms or a security section, it my be necessary to

| ock doors and bar wi ndows to confine and protect building inhabitants. In such

i nstances, the authority having jurisdiction shall nmake appropriate nodifications to
those sections of this Code which would otherw se require the keeping of exits

unl ocked.

234



13.1.1.1.8 It shall be also recognized that some mental health patients are not
capable of seeking safety without guidance

13-1.1.1.9 Buildings or sections of buildings which house older persons and which
provide activities that foster continued independence but do not include those
services distinctive to residential-custodial care facilities [as defined in 13-1.3
(c)] shall be subject to the requirements of other Sections of this Code, such as
Chapter 19

13.1.1.1.10 Health care occupancies shall include all buildings or parts thereof
with occupancy as described in this chapter under Special Definitions, 13-1.3.

13-1.1.2 Objective. The objective of this chapter is to provide a reasonable |evel of
safety by reducing the probability of injury and loss of life fromthe effects of
fire with due consideration for functional requirements. This is acconmplished by
[imting the devel opment and spread of a fire emergency to the roomof fire origin
and reducing the need for occupancy evacuation, except fromthe roomof fire origin.

13-1.1.3 Total Concept. All health care facilities shall be so designed, constructed
mai ntai ned, and operated as to mnimze the possibility of a fire emergency requiring
the evacuation of occupants. Because the safety of health care occupants cannot be
assured adequately by dependence on evacuation of the building, their protection from
fire shall be provided by appropriate arrangement of facilities, adequate staf fing,
and careful devel opment of operating and mai ntenance procedures conmposed of the
followi ng:

(a) Proper design, construction, and compartmentation

(b) Provision for detection, alarm and extinguishment; and

(c) Fire prevention and the planning, training, and drilling in programs
for the isolation of fire, transfer of occupants to areas of refuge, or evacuation
of the building.

13-1.1.4 Additions, Conversions, Modernization, Renovation, and Construction
Operations.

13-1.1.4.1 Additions shall be separate fromany existing structure not conformng to
the provisions within Chapter 13 by a fire barrier having at least a 2-hour fire
resistance rating constructed of materials as required for the addition

13-1.1.4.2 Communicating openings in dividing fire barriers required by 13-1.1.4.1
shall occur only in corridors and shall be protected by approved self -closing fire
doors. (See also Section 6-2.)

13-1.1.4.3 Doors in barriers required by 13-1.1.4.1 shall normally be kept closed
Exception: Doors may be held open only if they meet the requirements of 13-2.11.5

13-1.1.4.4 Conversions. An existing building my be converted to a hospital, nur-
sing home, or residential -custodial care facility only if it complies with al

requirements for new health care buildings prior to occupancy as a health care
facility. (See Chapter 12.)
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13-1.1.4.5 Modernization or Renovation. Alterations shall not dimnish the [evel of
life safety below that which exists prior to the alterations except that life safety
features in excess of those required for new construction are not required to be

mai ntained. In no case shall the resulting life safety be less than that required
for existing buildings. Alterations or installations of new building services

equi pment shall be accomplished as nearly as possible in conformance with the

requi rements for new construction.

13-1.1.4.6 Construction Operations. See 1-6.3 and Chapter 31 for life safety
provisions during construction

13-1.1.5 Modification of Retroactive Provisions.

13-1.1.5.1 The requirements of this section may be modified if their application
clearly would be impractical in the judgement of the authority having jurisdiction
and if the resulting arrangement could be considered as presenting mnimum hazard to
the life safety of the occupants. The requirements may be modified by the authority
having jurisdiction to allow alternative arrangements that will secure as nearly
equi val ent safety to life fromfire as practical; but in no case shall the

modi fication afford |less safety than compliance with the corresponding provisions
contained in the following part of this Code.

13-1.1.5.2 Alimted but reasonable time shall be allowed for compliance with any
part of this section, commensurate with the magnitude of expenditure and the
di sruption of services.

13-1.1.5.3 Alternative protection, installed and accepted, shall be considered as
conformng for purposes of this Code.

13-1.2 M xed Occupanci es.

13-1.2.1 Sections of health care facilities may be classified as other occupancies
if they meet all of the following conditions

(@ They are not intended to serve health care occupants for purposes of
housing, treatment or customary access.

(b They are adequately separated from areas of health care occupancies
by construction having a fire resistance rating of at least 2 hours.

13-1.2.2 Anmbul atory care (see Section 13-6), medical clinics and simlar facilities
which are contiguous to health care occupancies but are primarily intended to
provi de outpatient services may be classified as a business or ambulatory care
occupancy provided the facilities are separated fromhealth care occupancies by not
| ess than 2-hour fire-resistive construction

Exception: When the business occupancy or simlar facility is intended to provide:

(8 Services for hospital patients; who are litter borne, or
(b) General anesthesia services,

the section shall meet all requirements for health care facilities.

13-1.2.3 Health care occupancies in buildings housing other occupancies shal

236



be completely separated fromthem by construction having fire resistance rating of
at |east 2-hours; as provided for additions in 13.1.1.4.

13.1.2.4 Al means of egress fromhealth care occupancies that traverse non -
heal th care spaces shall conformto requirements of this Code for health
occupanci es.

Exception: It is permssible to exit through a horizontal exit into other con-

tiguous occupancies which do not conformwith health care egress provisions but
which do comply with requirements set forth in the appropriate occupancy chapter
of this Code, as long as the occupancy does not have high hazard contents. The

horizontal exit must comply with the requirements of 13-2.2.5.

13-1.2.5 Auditoriums, chapels, staff residential areas or other occupancies
provided in connection with health care facilities shall have exits provided
in accordance with other applicable sections of the Code.

13.1.2.6 Any area with a hazard of contents classified higher than that of the
health care occupancy and |ocated in the same building shall be protected as re-
quired in 13-3.2

13-1.2.7 Non-health care related occupancies classified as containing high hazard
contents shall not be permtted in buildings housing health care occupanices.

13-1.3 Special Definitions.

(@ Hospitals. A building or part thereof used for the medical, psychiatric,
obstetrical or surgical care, on a 24-hour basis, of four or more inpatients. Hos
pital, wherever used in this Code; shall include general hospitals, mental hos
pitals, tuberculosis hospitals, children's hospitals, and any such facilities
providing inpatient care

() Nursing Home. A building or part thereof used for the |odging, boarding
and nursing care, on a 24-hour basis, of four or more persons who, because of menta]j
or physical incapacity, may be unable to provide for their own needs and safety
wi thout the assistance of another person. Nursing home, wherever used in this Code;
shal |l include nursing and conval escent homes, skilled nursing facilities, inter
medi ate care facilities, and infirmaries in homes for the aged

(c) Residential-Custodial Care Facility. A building, or part thereof, used
for the lodging or boarding of four or more persons who are incapable of self -
preservation because of age or physical or mental limtation. The followi ng types
of facilities, when accommodating persons of the above description, shall be class
ified as residential-custodial care facilities:

1 Nursery facilities that provide full-time care for children under 6 years
of age

2. Mentally retarded care facilities, including specialized intermediate
care facilities for the mentally retarded.

3. Facilities in a home for the aging, that contain a group housing arrange
ment for ol der persons, that provide at |east two meals per day and such socia
and personal care services need by their residents, but that do not provide
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intermedi ate or skilled nursing care.

(4) Facilities for social rehabilitation, such as those used for the
treatment of al coholism drug abuse, or mental health problens, that contain
a group housi ng arrangenent, and that provide at |east two neals per day and
personal care services for their residents, but do not provide internedi ate
or skilled nursing care.

Facilities housing ol der persons, or nental patients, including the nen-
tally retarded, who are judged to be capabl e of self-preservation wth mninal
staff assistance in an energency, are covered by other chapters of the Code.
(See 13-1.1.1.6 and 13-1.1.1.9.)

Children's facilities that do not provide | odging or boarding for their

occupants are classified as Child Day-Care Centers, Goup Day-Care Centers, or
Fam |y Child Day-Care Hones.

(d) Supervisory Care Facility. A building or part thereof used for the
| odgi ng or boarding of four or nore nental health patients who are capabl e of
sel f-preservation and who require supervision and who are receiving therapy,
training or other health related care and who nay have inposed upon them
security measures not under their control.

(c) Anbulatory Health Care Centers. A building or part thereof used to
provide services or treatnent to four or nmore patients at the same tine and
neeting either (1) or (2) bel ow

1. Those facilities which provide, on an outpatient basis, treatnent for
patients which woul d render themincapabl e of taking action for self-
preservation under emergency conditions w thout assistance fromothers, such as
henodi al ysis units or freestandi ng emergency medi cal units.

2. Those facilities which provide, on an outpatient basis, surgical
treatment requiring general anesthesia.

13.1.4 A assification of Qccupancy. See Definitions 13-1. 3.

13-1.5 dassification of Haizard of Contents. The classification of hazard of
contents shall be as defined in Section 4-2.

13-1.6 M ni num Constructi on Requi renents.

13-1.6.1 For purpose of 13-1.6, stories shall be counted starting at the prinary
| evel of exit discharge and ending at the highest occupi able | evel. For purposes
of this section, the prinary |level of exit discharge of a building shall be that
floor which is level with or above finished grade of the exterior wall line for 50
percent or nore of its perinmeter. Building | evels belowthe primary | evel shall
not be counted as a story in determning the height of a building.

13-1.6.2 Health care buildings of one story in height only nay be of any type
of construction. (See 13-3.5 for autonatic extingui shnent requirenents.)
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13-1.6.3 Health care buildings up to and including two stories in height nmay be

constructed of Type | (443), | (332) or Il (222) construction, Type Il (111)
construction. Type Il (211) construction, Type V (111) construction, Type IV
(2HH) construction, or Type Il (000) construction. (See 13-3.5 for automatic

ext i ngui shnent requirenments.)

Exception: Any building of Type | or Type Il (222 or 111) construction may include
roofing systens involving combustible supports, decking, or roofing provided: (1)
the roof covering neets Class C requirenments in accordance with Fire Tests for

Roof Coverings, NFPA 256 and (2) the roof is separate fromall occupied portions
of the building by a nonconbustible floor assenbly which includes at least 2 1/2
in. (6.35 cm of concrete or gypsumfill. To qualify for this exception, the attic
or other space so devel oped shall either be unoccupied or protected throughout by
an approved automatic sprinkler system

13-1.6.4 Health care buildings three stories or nore in height shall be of Type
I (443), | (332) or Il (222) construction.

Exception No. 1: Health care buildings up to and including three stories in
hei ght may be of Type Il (111) construction if protected throughout by an
approved automatic sprinkler system

Exception No. 2: Any building of Type | or Type Il (222 or 111) construction may

i ncl ude roofing systens involving combustible supports, decking, or roofing
provided: (1) the roof covering nmeets Class C requirenents in accordance with Fire
Tests for Roof Coverings, NFPA 256 and (2) the roof is separated fromall occupied
portions of the building by a nonconbustible floor assenbly which includes at
least 2 1/2 in. (6.35 cm of concrete or gypsumfill. To qualify for this
exception, the attic or other space so devel oped shall either be unoccupied or

prot ected throughout by an approved automatic sprinkler system

13-1.6.5 All interior walls and partitions in buildings of Type | or Type |
construction shall be of nonconbustible or limted-conbustible materi al s.

Exception: Listed fire retardant treated wood studs nmay be used within non-Ioad
bearing 1- hour fire-rated partitions.

13-1.6.6 Openings for the passage of pipes or conduit in walls or partitions that
are required to have fire or snoke resisting capability shall be protected in
accordance with 6-2.2.8 or 6-3.6.

13-1.6.7 Firestopping. Each exterior wall of frame construction and interior stud
partitions shall be firestopped so as to cut off all conceal ed draft openings,
both horizontal and vertical, between any cellar or basenment and the first floor.
Such firestopping shall consist of wood at least 2 in. (5.1 cm) (nominal) thick, or
of suitable nonconmbustible material.

13-1.7 Occupant Load. The occupant |oad for which nmeans of egress shall be pro-
vided for any floor shall be the maxi num nunber of persons intended to occupy
that floor, but not |less than one person for each 120 sq ft (11.15 sq m gross
floor area in health care sl eeping departnments and not | ess than one person for
each 240 sq ft (22.3 sg m of gross floor area of inpatient health care treat nent
departnments. Gross floor areas shall be nmeasured within the exterior building
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walls with no deductions. (See Chapter 3.)

SECTION 13-2 MEANS OF EGRESS
REQUI REMENTS

13-2.1 General. Every aisle, passageway, corridor, exit di scharge, exit |oca-
tion and access shall be in accordance with Chapter 5

Exception No 1: As odified in the followi ng paragraphs:

Exception No 2: The requirements of Chapter 5 specifying net clear door width
do not apply. Projections into the door opening by stops or by hinge stiles
shal | be permtted

13-2.2 Types of Exits. Exits shall be restricted to the permssible types de-
scribed in 13-2.2.1 through 13-2.2.7.

13-2.2.1 Doors Leading Directly Qutside the Building. (See 5-2.1.)
13-2.2.2 Class Aor B Interior Stairs. (See 5-2.2.)

Exception: Any existing interior stair not complying with 5-2.2 may be continued
in use subject to the approval of the authority having jurisdiction

13-2.2.3 Smokeproof Towers. (See 5-2.3.)
13-2.2.4 Outside Stairs. (See 5-2.5.)

13-2.2.5 Horizontal Exits. A horizontal exit shall be in conformance with 5-2.4,
modi fi ed as bel ow;

(a) At least 30 net sq ft (2.79 sq m per patient in a hospital or nursing
home or 15 net sq ft (1.39 sq m per resident in a residential -custodial care
facility shall be provided within the aggregate area of corridors, patient
rooms, treatment rooms, |ounge or dining areas and other |ow hazard areas on
each side of the horizontal exit. On stories not housing bed or litter patients,
or in supervisory care facilities, at least 6 net sq ft (.56 sqg m per occupant
shall be provided on each side of the horizontal exit for the total number of
occupants in adjoining compartments.

(b) A door in a horizontal exit is not required to swing with exit trave
as specified in 5-2.4.2.3.

(c) The total exit capacity of the other exits (stairs, ramps, doors |ead
ing outside the building) shall not be reduced below one-third that required for
the entire area of the building
13-2.2.6 Class A or B Ramps. (See 5-2.6.) Ramp width shall be as specified in
13-2.5. 2.
13-2.2.7 Exit Passageways. (See 5-2.7.)

13-2.3 Capacity of Means of Egress. (See also 13-2.5.2.)

240



13-2.3.1 The capacity of any required neans of egress shall be based on
its width as defined in Section 5-3.

13-2.3.2 The capacity of neans of egress providing travel by neans of stairs shal
be 22 persons per exit unit; and the capacity of neans of egress providing

hori zontal travel (w thout stairs); such as doors, ranps, or horizontal exits,
shal | be 30 persons per unit.

Exception: The capacity of means of egress in health care occupanci es protected

t hroughout by an approved automatic sprinkler systemmy be increased to 35 persons
per exit unit for travel by means of stairs, and to 45 persons per exit unit for
horizontal travel w thout stairs.

13-2.4 Nunber of Exits

13-2.4.1 At least two exits of the types described in 13-2.2.1 through 13-2.2.7,
|l ocated renptely from each other, shall be provided for each floor or fire section
of the building.

13-2.4.2 At least one exit fromeach floor, fire section or snoke comnpart nent
shall be a door leading directly outside the building, interior stair, outside
stair, snokeproof tower, ramp or exit passageway. Any fire section, floor or
snmoke conpartnent not neeting these requirenents shall be considered as part of
an adj oi ni ng zone. Egress shall not require return through the zone of fire
ori gin.

13-2.5 Arrangenent of Means of Egress

13-2.5.1 Every patient sleeping roomshall have an exit access door |eading
directly to an exit access corridor.

Exception No. 1: If there is an exit door opening directly to the outside from
the room at ground | evel.

Exception No. 2: One adjacent room such as a sitting or anteroom nmay intervene
if all doors along the nmeans of egress are equipped with nonl ockabl e hardware
ot her than provided in 13-2.11, and if the intervening roomis not used to serve
as an exit for nore than eight patient sleeping beds.

Exception No. 3: Exception No. 2 above shall apply to special nursing suites
permitted in 13-2.5.4 and suites in supervisory care facilities w thout being
limted to eight beds or basinettes.

13-2.5.2 Any required aisle, corridor, or ranmp shall be not less than 48 in
(121.92 cm in clear width when serving as neans of egress from patient sleeping
roons. It shall be so arranged as to avoid any obstructions to the convenient
removal of nonanbul atory persons carried on stretchers or on mattresses serving as
stretchers.

13-2.5.3 Any room and any suite of roons as permtted in 13-2.5.1, of nore than

1,000 sq ft (92.9 sq nm) shall have at least two exit access doors renmpte from each
ot her.
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13-2.5.4 Any patient sleeping room which complies with the requirements previously
set forth in this section may be subdivided with non-fire-rated, noncombustible or
l'imted-combustible partitions, provided that the arrangement allows for direct and
constant visual supervision by nursing personnel. Rooms which are so subdivided
shal | not exceed 5,000 sq ft (464.5 sq m).

Exception: In supervisory care facilities, such spaces continuously monitored by
staff do not require visual supervision providing the space is equipped with an
electrically supervised smoke detection system

13-2.5.5 Every corridor shall provide access to at |east two approved exits in
accordance with Sections 5-4 and 5-5 without passing through any intervening
rooms or spaces other than corridors or |obbies.

Exception: Existing dead-end corridors may be continued in use if it is not
practical and feasible to alter themso that exits will be accessible in at
| east two different directions fromall points in aisles, passageways, and
corridors.

13-2.6 Measurement of Travel Distance to Exits
13-2.6.1 Travel distance shall be measured in accordance with Section 5-86.

13-2.6.2 Travel distance:

(a) Between any room door required as exit access and an exit shall not
exceed 100 ft (30.48 m);

(b) Between any point in a roomand an exit shall not exceed 150 ft (45.72

m;

() Between any point in a health care sleeping roomor suite and an exit
access door of that roomor suite shall not exceed 50 ft (15.24 m).

Exception: The travel distance in (a) or (b) above may be increased by 50 ft

(15124 m) in buildings protected throughout by an approved automatic sprinkler
system

13-2.7 Discharge fromExits.

13-2.7.1 The exit discharge shall be arranged and marked to make clear the
direction of egress. Required exit stairs that continue beyond the level of
di scharge shall be interrupted at the level of discharge by partitions, doors,
physical barriers, or other effective means.

13-2.7.2 A maxi mum of 50 percent of the exits may discharge through areas on the
floor of exit discharge in accordance with 5-7.2.

13-2.8 Illum nation of Means of Egress

13-2.8.1 Each facility as indicated within 13-1.1.1.2 shall be provided with
illumnation of means of egress in accordance with Section 5-8
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13-2.9 Energency Lighting.

13-2.9.1 Each facility as indicated within 13-1.1.1.2 shall be provided with
energency lighting in accordance with Section 5-9.

Exception: Emergency lighting of at |east 1-hour duration shall be provided.

13-2.10.1 Each facility as indicated within 13-1.1.1.2 shall be provided with
an exit marking in accordance with Section 5-10.

Exception: Were the line of exit travel is obvious signs nay be omtted in one
story buildings with an occupancy of less than 30 persons.

13-2. 11 Special Features.
13-2.11.1 Locks shall not be permitted on patient sleeping room doors.

Exception No, 1: Key |ocking devices which restrict access to the roomfromthe
corridor may be pernmitted. Such devices shall not restrict egress fromthe room

Exception No. 2: Doors in homes for the aged may be | ockable by the occupant, if
they can be unl ocked fromthe opposite side and keys are carried by attendants at
all tines. (See also 5-2.1.2.1.1 and 5-2.1.2.1.2.)

Exception No. 3: Special door |ocking arrangements are permitted in nental health
facilities. (See 13-1.1.1.7 and 13-2.11.4.)

13-2.11.2 Doors leading directly to the outside of the building may be subject to
| ocking fromthe room side

13-2.11.3 Doors within the means of egress shall not be equipped with a latch or
| ock which requires the use of a key fromthe inside of the building. (See 5-2.1.2.)

Exception No. 1: Door |ocking arrangenents are pernmitted in nental health facilities.
(See 13-1.1.1.7.)

Exception No. 23 Special Locking arrangenents in accordance with 5-2.1.2.1.5 are
permtted on exterior doors.

13-2.11.4 The minimum wi dth for evacuation purposes only for exit access door |eaves
from hospital, nursing hone and residential custodial sleeping roonms, diagnostic and
treatnent areas, such as X-ray, surgery, or physical therapy; all door |eaves

bet ween the spaces and the required exits; and all exit door |eaves serving these
spaces shall be at least 34 in. (86.36 cm wi de.

13-2.11.5 Any door in an exit passageway, stair enclosure, horizontal exit, a
requi red encl osure of a hazardous area, or snoke barrier may be held open by

an automatic rel ease device which conplies with 5-2.1.2.3. The follow ng systens
shall be arranged so as to initiate the closing action of all such doors by zone
or throughout the entire facility:

(a) The manual alarm systemrequired in 13-3.4 and either (b) or (c) bel ow
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(b) A local device designed to detect snoke on either side of the opening/
or

(c) A conplete automatic fire extinguishing or conplete automatic fire
detection system

13-2.11.6 Where doors in a stair enclosure are held open by an automatic device as
permtted in 13-2.11.5, initiation of a door closing action on any |evel shall cause
all doors at all levels in the stair enclosure to close.

SECTI ON 13- 3 PROTECTI ON
13-3.1 Protection of Vertical Openings

13-3.1.1 Any stairway, ranp, elevator hoistway, |ight or ventilation shaft, chute,
and other veritcal opening between stories shall be enclosed in accordance with
Section 6-2.2 with construction having a 1-hour fire resistance rating.

Exception No. 1: Were a full enclosure of a stairway that is not a required exit
is inmpracticable, the required enclosure may be limted to that necessary to
prevent a fire originating in any story from spreading to any other story.

Exception No. 2: Stairs that do not connect to a corridor, do not connect nore
than two levels, and do not serve as a neans of egress need not conply with these
regul ati ons.

Exception No. 3: Floor and ceiling openings for pipes or conduits when the opening
around the pipes or conduits is sealed in an approved manner (See 6-2.2.8.)

13-3.1.2 A door in a stair enclosure shall be self-closing, shall normally be
kept in a closed position and shall be marked in accordance with 5-10.4. 2.

Exception: Doors in stair enclosures may be held open under the conditions specified
by 13-2.11.5.

13-3.2 Protection from Hazar ds.

13-3.2.1 Any hazardous areas shall be safeguarded by fire barrier of 1-hour fire
resistance rating or provided with an automatic extinguishing systemin accordance
with 6-4.1. Hazardous areas include, but are not restricted to, the follow ng:

Boi l er and heater roons Roons or spaces, including repair
Laundri es shops, used for storage of com
Ki t chens busti bl e supplies and equi prment

Handi craft shops

Empl oyee | ocker roons
Soiled |inen roons
Repair shops

Pai nt shops

Trash collection roons
G ft shops
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13-3.2.2 Laboratories enploying quantities of flammble, conbustible, or hazardous
mat eri al s which are considered as severe hazard shall be protected in accordance
with Laboratories in Health-Related Institutions, NFPA 56C.

13-3.2.3 Cooking facilities shall be protected in accordance with 7-2.3.

13-3.3.1 Interior finish on walls and ceilings throughout shall be Class A or
Class B, in accordance with Section 6-5.

Exception: In buildings equipped with a conplete approved automatic sprinkler
system Class Cinterior finish my be continued in use on all walls and ceilings
wi thin roonms separated in accordance with 13-3.6 fromthe exit access corridors.

13-3.3.2 Newy installed interior finish in corridors and exits shall be Class I
in accordance with Section 6-5. No restrictions shall apply to existing interior
floor finish.

13-3.4 Detection, Alarm and Comruni cati on Systens.

13-3.4.1 Oher than as noted bel ow, required detection and signalling devises or
systens shall be in accordance with Section 7-6.

13-3.4.2 Every building shall have a manually operated fire alarmsystem in
accordance with Section 7-6.

13-3.4.3 Operation of any fire alarmdevice shall automatically, w thout delay,
acconplish the foll ow ng:

(@) General alarmindication
(b) Control functions required to be perfornmed by that device.
Zoned, coded systems shall be pernitted.

13-3.4.4 The fire alarm system shall be arranged to transmit an alarm automatically
to the fire department legally conmtted to serve the area in which the health care
facility is located, by the nost direct and reliable method approved by |oca
regul ati ons.

13-3.4.5 Internal audible alarm devices shall be provided and shall be installed
in accordance with Section 7-6.

Exception: Where visual al arm devices have been installed in patient sleeping
areas, they nmay be accepted by the authority having jurisdiction.

13-3.4.6 An approved automatic snoke detection systemshall be installed in al
corridors of supervisory care facilities. Such systems shall be installed in
accordance with Section 7-6 and with the applicable standards listed in Appendix B
(of the Code), but in no case shall snoke detectors be spaced further apart than 30
ft (914.4 cm) on centers or nore than 15 ft (457.2 cm fromany wall. All automatic
snmoke detection systenms required by this section shall be electrically
interconnected to the fire alarm system
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Exception: Where each patient sleeping roomis protected by such an approved
detection systemand a |ocal detector is provided at the snoke barrier and hor-

i zontal exits, such corridor systens will not be required on the patient sleeping
room fl oors.

13-3.4.7 Any fire detection device or systemrequired by this section shall be
electrically interconnected with the fire alarm system

13-3.5 Extingui shnent Requirenents.

13-3.5.1 Al health care facilities shall be protected throughout by an approved
automatic sprinkler system (See 13-1.6 for construction types permtted.)

Exception: Buildings of Type | (443), | (332) or Il (222) construction of any
hei ght or Type Il (111) construction not over 1 story in height.

13-3.5.2 Were exceptions are stated in the provisions of the Code for health care
occupanci es protected throughout by an approved automatic sprinkler system and
where such systens are required, the systens shall be in conplete accordance with
Section 7-7 for systens in |light hazard occupanci es and shall be electrically

i nterconnected with the fire alarm system

13-3.5.3 The main sprinkler control valve(s) shall be electrically supervised so
that at least a local alarmw Il sound at a constantly attended | ocation when the
val ve is closed.

13-3.5.4 Sprinkler piping serving not nore than six sprinklers for any isolated
hazardous area may be connected directly to a domestic water supply system having a
capacity sufficient to provide 0.15 gal per nmnute per sq ft...of floor area

t hroughout the entire enclosed area. An indicating shut-off valve shall be installed
in an accessible | ocation between the sprinklers and the connection to the donmestic
wat er supply. New installations in existing buildings where nore than two
sprinklers are installed in a single area, waterflow detection shall be provided to
sound the building fire alarmsystemin the event of sprinkler operation. (For
sprinkler requirements for hazardous areas, see 13-3.2 and for sprinkler require-
ments for chutes, see 13-5.4.)

13-3.5.5 Portable fire extinguishers shall be provided in all health care occupan-
cies in accordance with 7-7.4.1

13-3.6 Construction of Corridor Walls.

13-3.6.1 Corridors shall be separated fromall other areas by partitions. Such
partitions shall be continuous fromthe floor slab to the underside of the roof or
floor slab above, through any conceal ed spaces such as those above the suspended
ceilings, and through interstitial structural and nechani cal spaces, and shall have
a fire resistance rating of at |east 20 m nutes.

Exception No. 1: In health care occupanci es protected throughout by an approved
automati c sprinkler system corridor my be separated fromall other areas by
non-fire-rated partitions, and where suspended ceilings are provided, the par-
titions may be ternminated at the suspended ceiling.

246



Exception No. 2: Corridor partitions may termnate at ceilings which are not
an integral part of a floor construction if there exists 5 ft (152.4 cm or
more of space between the top of the ceiling subsystem and the bottom of the
floor or roof above, provided

(@) The ceiling shall have been tested as a part of a fire-rated assembly
in accordance with Standard Methods of Fire Tests of Building Construction and
Materials, NFPA 251, for a test period of 1-hour or more, and

(b) Corridor partitions from snoketight joints with the ceilings (joint filler,
if used, shall be noncombustible), and

(c) Each compartment of interstitial space which constitutes a separate smoke
area is vented, in case of smoke emergency, to the outside by mechanical means
having sufficient capacity to provide at |east two air changes per hour, but in
no case having a capacity less than 5,000 cfm and

(d The interstitial space shall not be used for storage, and

(e) The space shall not be used as a plenum for supple, exhaust or return
air except as noted in (c).

Exception No. 3. Waiting areas may be open to the corridor, provided
(@) Each area does not exceed 600 sq ft (55.74 sq m), and

(b) The area is located to permt direct supervision by the facility staff,
and

(c) The area is arranged not to obstruct any access to required exits, and

(d) The area is equipped with an el ectrically supervised, automatic smoke
detection systeminstalled in accordance with 13-3.4.

Exception No. 4: Spaces other than patient sleeping rooms, treatment rooms and
hazardous areas may be open to the corridor and may be unlimted in area pro-
vi ded :

(a) Each space is located to permt direct supervision by the facility staff,
and

(b The space and corridors which the space opens onto in the same smoke
compartment are protected by an electrically supervised automatic smoke detection
systeminstalled in accordance with 13-3.4, and

(c) Each space is protected by automatic sprinklers or the furnishings and
furniture in combination with all other combustibles within the area are of such a
m nimum quality and are so arranged that a fully developed fire is unlikely to
occur, and

(d) The space is arranged not to obstruct access to required exits
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Exception No. 5: Space for doctors' and nurses' charting, communications and
related clerical areas may be open to the corridor

Exception No. 6: Corridor partitions may termnate at monolithic ceilings which
are designed and constructed to resist the passage to smoke and there is a smoke-
tight joint between the top of the partition and the bottom of the ceiling.

Exception No. 7. In a supervisory care facility, group meeting or multipurpose
t herapeutic spaces, other than hazardous areas, under continuous supervision by
facility staff may be open to the corridor provided

() Each area does not exceed 1,500 sq ft (139.35 sq m), and

(b) The area is located to permt direct supervision by the facility staff,
and

(c) The area is arranged not to obstruct any access to required exits, and

(d The area is equipped with an electrically supervised, automatic smoke
detection systeminstalled in accordance with 13-3.4, and

() Not more than one such space is permtted per smoke compartment.

13-3.6.2 Fixed wired glass vision panels shall be permtted in corridor walls
provided they do not exceed 1,296 sg in. (.84 sq m in area and are mounted in
steel or other approved metal frames.

Exception: There shall be no restrictions in area and fire resistance of glass
and frames in buildings protected throughout by an approved automatic sprinkler
system

13-3.6.3 Doors protecting corridor openings, in other than required enclosures
of exits or hazardous areas, shall be substantial doors, such as 1 3/4 in. (4.45
cm solid bonded core wood or of construction that will resist fire for at |east
20 m nutes. Doors shall be provided with |atches suitable for keeping the door
tightly closed and acceptable to the authority having jurisdiction. Fixed view
panel s of wired glass in approved steel frames, or other approved construction
shown acceptable by fire test, limted to 1,296 sq in. (.84 sq m in area, may
be installed in these doors

Exception No. 1: In buildings protected throughout by an approved automatic
sprinkler system the door construction requirements noted above are not re-
quired but the doors shall be constructed to resist the passage of smoke. Doors
shal | be provided with |atches of a type suitable for keeping t he door tightly
closed and acceptable to the authority having jurisdiction

Exception No. 2: In buildings protected throughout by an approved automatic
sprinkler system there is no restriction on the area of the vision panels in
such doors, and the vision panels do not need to be wired glass, and there is no
restriction in the type of frames.
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Exception No. 3: Door-closing devices are not required on doors in corridor wal
openings other than those serving exits or required enclosure of hazardous areas.

Exception No. 4: Doors to toilet rooms, bathrooms, shower rooms, sink closets
and simlar auxiliary spaces which do not contain flammable or combustible
materials are exenmpt fromthese requirements.

13-3.6.4 Transfer grills, whether or not protected by fusible |ink-operated
dampers, shall not be used in these walls or doors

Exception: Doors to toilet rooms, bathrooms, shower rooms, sink closets and
simlar auxiliary spaces which do not contain flammable or combustible mater -
ials may have ventilating louvers or may be undercut.

13-3.7 Subdivision of Building Spaces.

13-3.7.1 Smoke barriers shall be provided, regardless of building construction, as
follows:

(3 To divide every story, used for sleeping rooms for more than 30 health
care occupants, into at least two compartments, and

(b) To limt on any story the maximum area of each smoke conpartment to no
more than 22,500 sq ft (2090 sq m), of which both length and width shall be no
more than 150 ft (45.72 m .

Exception: Protection may be acconplished in conjunction with the provision of
horizontal exits.

13-3.7.2 Smoke barriers shall be provided on stories which are usable but un-
occupi ed.

13-3.7.3 Any required smoke barrier shall be constructed in accordance with
Section 6-3 and shall have a fire resistance rating of at |east 1/2 hour

13-3.7.4 At least 30 net sq ft (2.79 sq m per patient in a hospital or nursing
home or 15 net sq ft (1.39 sq m) per resident in a residential custodial care
facility shall be provided within the aggregate area of corridors, patient rooms,
treatment rooms, |ounge or dining areas and other |ow hazard areas on each side
of the smoke barrier. On stories not housing bed or litter patients or in super -
visory care facilities at least 6 net sq ft (.56 sq m) per occupant shall be
provi ded on each side of the smoke barrier for the total number of occupants in
adj oi ning conpartments.

13-3.7.5 Openings in smoke barriers shall be protected by wired glass panels in
steel frames, by doors of 20-mnute fire protection rating, or by 1 3/4 in. (4.45
cm solid bonded wood core doors as a m nimum

Exception: Doors may have wired glass vision panels installed in approved meta
frames not exceeding 1,296 sq in. (.84 sq m.
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13-3.7.6 Doors in snoke barriers shall conmply with Section 6-3 and shall be
sel f-closing. Such doors in smoke barriers shall not be required to swing
with exit travel

Exception: Doors may be held open only if they neet the requirenents of 13-2.11.5.

13-3.7.7 An approved danper to resist the passage of snoke shall be provided at each
poi nt a duct penetrates a snoke barrier required by 13-3.7.1. The danper shall close
upon detection of snoke by an approved snoke detector, located within the duct. (See
al so Section 6-3.)

Exception No. 1: In lieu of an approved snoke detector |ocated within the duct,
ducts which penetrate snoke barriers above snoke barrier doors (required by 13-
3.7.5) may have the approved danmper arranged to close upon detection of snoke by
the | ocal device designed to detect snoke on either side of the snoke barrier
door openi ng.

Exception No. 2: Danpers may be omtted in buildings equipped with an approved
engi neered snmoke control system The snoke control system shall respond automatical -
Iyl preventing the transfer of snpoke across the snoke barrier and shall be designed

in accordance with Standard for the Installation of Air Conditioning and Venti -
| ati ng Systens, NFPA 90A.

Exception No. 3: Danpers nmay be onmitted where openings in ducts are linmted to a
si ngl e snoke conpartnent and the ducts are of steel construction

13-3.8 Special Features

13-3.8.1 Every patient sleeping roomshall have an outside w ndow or outside door
with light. The maxi mum al | owabl e sill height shall not exceed 36 in. (91.44 cm
above the floor.

Exception No. 1: The window sill in special nursing care areas such as those
housi ng 1 CU, CCU, henodial ysis, and neo-natal patients may be 60 in. (152.4 cm
above the floor.

Exception No. 2: Roons intended for occupancy of |ess than 24 hours, such as those

housi ng obstetrical |abor beds, recovery beds, and observation beds in the energency
departnent; and newborn nurseries, need not conply with this requirenent.

SECTI ON 13-4 SPECI AL PROVI SI ONS

13-4.1 Wndow ess Buil dings. See Section 30-7 for requirements for wi ndow ess
bui I di ngs.

SECTI ON 13-5 BUI LDI NG SERVI CES
13-5.1 Utilities. Uilities shall conply with the provisions of Section 7-1. 13-5.2
Heating, Ventilating and Air Conditioning 13-5.2.1 Heating, ventilating and air

condi tioning shall comply with the provisions
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of Section 7-2 and shall be installed in accordance with the manufacturer's
speci fications.

Exception: As nodified in 13-5.2.2 foll ow ng.

13-5.2.2 Portabl e space heating devices are prohibited. Any heating device other
than a central heating plant shall be so designed and installed that conbustible
material will not be ignited by it or its appurtenances. If fuel fired, such
heati ng devices shall be chimey or vent connected, shall take air for conbustion
directly fromthe outside, and shall be so designed and installed to provide for
conpl ete separation of the conbustion system fromthe atnosphere of the occupied
area. Any heating device shall have safety features to i mediately stop the fl ow of
fuel and shut down the equi pment in case of either excessive tenperature or
ignition failure.

Exception No. 1: Approved suspended unit heaters may be used in |ocations other
then means of egress and patient sleeping areas, provided such heaters are |ocated
hi gh enough to be out of the reach of persons using the area and provided they are
equi pped with the safety features called for above.

Exception No. 2: Fireplaces nmay be installed and used only in areas other than
patient sleeping areas, provided that these areas are separated from pati ent

sl eepi ng spaces by construction having a 1-hour fire resistance rating and they
comply with Standard for Chi meys, Fireplaces and Vents, NFPA 211. In addition
thereto, the fireplace shall be equipped with a heat tenpered glass, or other
approved nmaterial, fireplace enclosure guaranteed agai nst breakage up to a
tenperature of 650° F (343.33° C). If, in the opinion of the authority having
jurisdiction, special hazards are present, a lock on the encl osure and ot her
safety precautions may be required.

Exception No. 3: Portable space heating devices shall be pernmtted to be used
i n nonsl eepi ng staff and enpl oyee areas when the heating el enments of such a
device are limted to not nmore than 212° F (100° C)

13-5.3 Elevators, dunbwaiters and vertical conveyors shall conply with the pro-
vi sions of Section 7-4.

13-5.4 Rubbi sh Chutes, Incinerators and Laundry Chutes

13-5.4.1 Any existing linen and trash chute, including pneumatic rubbish and |linen
systens, which open directly onto any corridor shall be sealed by fire-resistive
construction to prevent further use or shall be provided with a fire door assenbly
suitable for a Class B location and having a fire protection rating of 1 ]/2 hours.
Al'l new chutes shall conply with Section 7-5.

13-5.4.2 Any rubbish chute or linen chute, including pneumatic rubbish and |inen
systens, shall be provided with automatic extinguishing protection installed in
accordance with Standard for the Installation of Sprinkler Systens, NFPA 13.

13-5.4.3 Any trash chute shall discharge into a trash collecting roomused for no
ot her purpose and protected in accordance with Section 6-4.

13-5.4.4 Existing flue-fed incinerators shall be sealed by fire-resistive construc-
tion to prevent further use.
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CHAPTER 20 LODGI NG OR ROOM NG HOUSES
Section 20-1 General Requirenents
20-1.1 Application

20-1.1.1 This Code has differing requirenments for the several types of resi-
dential occupancies; thus, the Code has several residential occupancy chapters,
Chapters 16 through 23.

20-1.1.2 This chapter applies only to | odging or room ng houses providing

sl eepi ng acconpodati ons for 15 or |ess persons. Lodgi ng or rooning houses

i ncluding buildings in which separate sl eeping roonms are rented providing

sl eeping acconodations for a total of 15 or |ess persons on either a transient
or permanent basis, with or without neals but w thout separate cooking facilities
for individual occupants, except as provided in Chapter 22

20-1.1.3 The requirenments of this chapter are applicable to new buildings and to
exi sting or nodified buildings according to the provisions of Section 1.4 of
thi s Code.

20-1.1.4 In addition to the follow ng provisions, every |odging or room ng
house shall comply with the minimumrequirenents for one- and two-famly
dwel |'i ngs.

20-1.2 M xed Cccupanci es.

20-1. 2.1 \Where another type of occupancy occurs in the same building as a
residential occupancy, the requirenents of 1-4.5 of this Code shall be applicable.

20-1.2.2 For requirenents on mxed nercantile and residential occupancies, see
24-1.2 or 25-1.2.

20-1. 3. Definitions.

20-1.3.1 Ternms applicable to this chapter are defined in Chapter 3 of this
Code; where necessary, other terns will be defined in the text as they may

20-1.4 CdCassification of Cccupancy. (See 20-1.1.2)

20-1.5 Classification of Hazard of Contents.

20-1.5.1* Building contents shall be classified according to the provisions 4-
2.1 of this Code. For design of sprinkler systens, the classification of con-
tents in Standard for the Installation of Sprinkler Systems, NFPA 13 shall apply.
20-1.6 M ninmum Construction Requirenents. No special requirenents

20-1.7 Cccupant Load. (See 20-1.1.2)

Section 20-2 Means of Escape

20-2.1 Nunmber and Means of Escape.
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20-2.1.1 Every sl eeping room above or below the |level of exit discharge shall
have access to two separate means of escape one of which shall be either an
encl osed interior stairway, an exterior stairway, or a horizontal exit.

Exception: In existing buildings a fire escape stair is acceptable.

20-2.1.2 At | east one neans of escape shall be |ocated to provide a safe path
of travel to the outside of the building wi thout traversing any corridor or
space exposed to an unprotected vertical opening.

Exception: Unprotected vertical openings may be permtted in buildings three
stories or less in height protected throughout by an approved sprinkler system
designed in accordance with Section 7-7 and Standard for the Installation of
Sprinkl er Systems, NFPA 13, or Standard for the Installation of Sprinkler
Systems in One- and Two-Fanmily Dwel li ngs and Mbile Homes, NFPA 13D.

20-2.1.3 Every sleeping roomlocated on the | evel of exit discharge shal
have access to two separate nmeans of escape, one of which may be an operable
wi ndow. (See Section 22-2)

Exception: One-story buildings with rooms having direct access to the ex-
terior at grade.

20-2.2 Wnders in accordance with 5-2.2.2.4 are permtted.

20-2.3* No door in any nmeans of egress shall be | ocked agai nst egress when
the building is occupied (see 5-2.1.2)

Section 20-3 Protection
20-3.1 Alarm System

20-3.1.1 A manual fire alarm system shall be provided in accordance with
section 7-6.

20-3.2 Detection System
20-3. 2.1 Approved snoke detectors, neeting the requirenments of Standard for
Househol d Fire Warni ng Equi pment, NFPA 74, and powered by the house electrica
service, shall be installed on each floor |evel including basenents and ex-
cluding crawml spaces and unfinished attics. Wen activated, the detectors shal
initiate an alarm which shall be audible in all sleeping areas.

Section 20-4 Special Provisions

Section 20-5 Building Services
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CHAPTER 22 ONE- AND TWO- FAM LY DWELLI NGS
Section 22-1 General Requirenents
22-1.1 Application.
22-1.1.1 This chapter establishes life safety requirenent for all one- and two-
famly private dwellings. One- and two-famly dwellings include buildings
containing not nore than two dwelling units in which each living unit is occupied
by nenbers of a single famly with no nore than three outsiders, if any,

acconpdated in rented roons.

22-1.1.2 The requirenents of this chapter are applicable to new buil dings, and
to existing or nodified buildings according to the provisions of Section 1-4 of
this Code

22-1.2 M xed Cccupanci es.

22-1.2.1 \Where another type of occupancy occurs in the same building as a res-
i dential occupancy, the requirenments of 1-4.5 of this Code shall be applicable.

22-1.2.2 For requirenents on m xed mercantile and residential occupancies, see
24-1.2 or 25-1.2.

22-1.3 Definitions

22-1.3.1 Terns applicable to this chapter are defined in Chapter 3 of this Code;
where necessary, other terms will be defined in the text as they nmay occur.

22-1.4 Cassification of OCccupancy (See 22-1.1.1.)
22-1.5 Classification of Hazard of Contents.

22-1.5.1* Building contents shall be classified according to the provisions of
4-2.1 of this Code. For design of sprinkler systens, the classification of con-
tents in Standard for the Installation of Sprinkler System NFPA 12 shall apply.

22-1.6 M ninmum Construction Requirenents. No special requirenents.
22-1.7 Cccupant Load.

Section 22-2* Means of Escape Requirenents
22-2.1 Nunmber of Exits

22.2.1.1 In any dwelling of nore than two roomnms, every bedroom and living room
area shall have at |east two neans of escape at | east one of which shall be a
door or stairway providing a neans of unobstructed travel to the outside of the
building at street or ground level. No bedroomor living roomshall be acces-
sible by only a | adder or folding stairs, or through a trap door

22-2.2 Type of Second Means of Escape.
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22-2.2.1* The second means of escape shall be either

() A door or stairway providing a means of unobstructed travel to the
outside of the building at street or ground |evel, or

(b)  An outside window operable fromthe inside without the use of tools
and providing a clear opening of not less than 20 in. (50.8 cm in width, 24
in. (60.96 cm in height, and 5.7 sq ft (.53 sq m) in area. The bottom of the
opening shall not be more than 44 in (111.76 cm above the floor

Exception No. 1: |If the roomhas a door leading directly outside of the building
to grade, a second means of escape shall not be required.

Exception No. 2: If buildings are protected throughout by an approved auto matic
sprinkler systeminstalled in accordance with Standard for the Installation of
Sprinkler Systems, NFPA 13, or Standard for the Installation of Sprinkler Systems
in One- and Two-Fam |y Dwellings and Mobile Homes, NFPA 13D, a second means of
escape shall not be required

22.2.3 Arrangement of Means of Egress

22.2.3.1 No required path of travel to the outside fromany room shall be

through another room or apartment not under the immediate control of the occupant
of the first roomor his famly, nor through a bathroom or other space subject to
| ocking.

22-2.4 Doors

22-2.4.1 No door in the path of travel of a means of escape shall be less than
28 in. (71.12 cm wide

Exception: Bathroom doors may be 24 in. (60.96 cm wide

22-2.4.2 Every closet door latch shall be such that children can open the door
frominside the closet.

22-2.4.3 Every bathroom door |ock shall be designed to permt the opening of the
| ocked door fromthe outside in an emergency.

22-2.4.4 Exterior exit doors may be swinging or sliding and are exempt fromthe
requirements of 5-2.1.1.4.1

22-2.5 Vertical Means of Escape, Stairs.

22-2.5.1 The width, risers, and treads of every stair shall comply with t he mn-
imum requirements for stairs, as described in 5-2.2. Wnders and spiral stairs
in accordance with Chapter 5 are permtted within a single living unit.

22-2.6* No door in any means of egress shall be |ocked against egress when the
building is occupied (see 5-2.1.2)

Section 22-3 Protection

22-3.1 Interior Finish
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22-3.1.1 Interior finish on walls and ceilings of occupied spaces shall be
Class A, B, or C as defined in Section 6-5.

22-3.1.2 Interior Floor Finish. No requirenents.

22-3.2 Detection and Al arm

22-3-2.1* At | east one approved snmoke detector powered by the house electric
service shall be installed in an approved manner in every dwelling unit. Wen
activated, the detector shall initiate an alarmwhich is audible in the sl eep-

ing roons. For l|location of single station detectors, See Chapter 22.

Exception: In existing construction approved snmoke detectors powered by bat -
teries may be used

Section 22-4 (Reserved) Section 22-5 Building
Services 22-5.1 Heating Equi pment

22-5.1.1 No stove or conbustion heater shall be so |ocated as to bl ock escape
in case of fire arising from malfunctioning of the stove or heater.
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APPENDI X C STATE

AGENCY DI RECTORY

ALABAMA

Al abama DD Advocacy Program
918 4th Ave. Tuscal oosa, AL
35401

Al abama DD Pl anni ng Counci
200 Interstate Park Dr. P.O
Box 3710 Montgonery, AL
36193- 5001

Di vi si on of Mental Retardation

Al abarma Departnment of Mental Health
135 South Union Str. Mntgonmery, AL
36130

ALASKA

P&A for the Devel opnental |y
Di sabl ed, Inc. 325 E. 3rd
Ave., 2nd Fl oor Anchorage,
AK 99501

Governor's Council for the
Handi capped and G fted 600
Uni versity Ave., Suite C
Fai r banks, AK 99701

Department of Health and
Soci al Services Pouch H-
04 Juneau, AK 99801

ARI ZONA

Arizona Center for Law in the
Public Interest 112 North Fifth
Ave. Phoeni x, AZ 85003

Executive Director

Governor's Council on DD

1717 West Jefferson Str., Rm 112
Phoeni x, AZ 85005

Di vi si on of Devel opnent al

Di sabilities

St ate Departnent of Econom c
Security

1717 West Jefferson Str
Phoeni x, AZ 85005
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ARKANSAS

Advocacy Services, Inc.
12th & Marshall Streets
Littl e Rock, AR 72202

Governor's DD Pl anni ng Counci
Wal don Bldg. 7th & Main, Suite
400 Little Rock, AR 72201

Depart nent of Hunman Services
Wal don Bldg. 7th & Main, Suite
400 Little Rock, AR 72201

CALI FORNI A

Protection & Advocacy, Inc. 2131
Capitol Ave., Suite 100
Sacrament o, CA 95816

State Council on DD 1507
21st Str., Room 320
Sacrament o, CA 95816

Heal th and Wel fare Agency
915 Capital Mall, Ofice Bldg. 1
Sacrament o, CA 95814

COLORADO

Legal Center for Handi capped
Citizens

1060 Bannock Str., Suite 316
Denver, CO 80204

Col orado DD Counci
4126 Sout h Knox Court
Denver, CO 80236

Departnent of Institutions
3550 West Oxford Denver, CO
80236

CONNECTI CUT
O fice of P&A for Handi capped

and DD Persons 401 Trunbull Str.
Hartford, CT 06103



Departnment of Mental Retardation
DD O fice

342 North Main

West Hartford, CT 06117

DEL AWARE

DD Protection & Advocacy System
913 Washington Str. WI m ngton, DE
19801

WIlliam State Service Center DD
Council P.O. Box 1401 Dover, DE
19901

DD State Adm nistering Agency c/o
Department of Health & Soci al
Servi ces Del aware State Hospital
New Castle, DE 19720

DI STRI CT OF COLUMBI A

Informati on Center for Handi capped
I ndi vi dual s

605 G Str., N W

Washi ngton, D.C. 20001

D.C. DD Counci |

614 H Str., N W

Room 703

Washi ngton, D.C. 20002

O fice of Social Services
Pl anni ng & Devel opnent
Randal I School 1st and |
Str., S.W Washington, D.C.
20024

FLORI DA

Governor's Conm ssion on Advocacy
for Persons with DD Ofice of the
Governor Tall ahassee, FL 32301

DD Departnent of Health &
Rehabi litative Services

Fl orida DD Pl anni ng Counci |
1323 W newood Bl vd. Bl dg.

1, Room 309 Tal | ahassee, FL
32301
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Department of Health &
Rehabilitative Services
1311 W newood Bl vd. Bl dg.
5, Room 215 Tal | ahassee,
FL 32301

GEORG A

Georgi a Advocacy O fice, Inc.
1447 Peachtree Str., N E
Suite 811 Atlanta, GA 30309

Georgi a Council on DD
618 Ponce de Leon Ave., N E
Atl anta, GA 30308

Di vision of Mental Health &

Ment al Retardation Departnment of
Human Resources 47 Trinity Ave.,

S.W, Rm 315-H Atlanta, GA
30334

GUAM

The Advocacy Coordinating O fice

for the DD

P. O Box 8319

507 10th Str., 8th Floor
Tarmuni ng, GU 96911

Depart ment of Vocati onal
Rehabilitation

GCl C Bl dg., 9th Floor
414 W Sol edad Ave.
Agana, GU 96910

Depart nent of Vocati onal
Rehabilitati on P. 0. Box
10- C Agana, GU 96910

HAWAI |

Kahua Hol omal u Ki na, |nc.
1580 Makaloa Str. Suite
860 Honol ulu, H 96814

State Council on DD
P. O. Box 3378
Honol ul u, H 96801



State Department of Health

P.0O. Box 3378
Honolulu, HI 96801
IDAHOD

Idaho's Coalition of Advocates for
the Disabled, Inc.

1510 W. Washington

Boise, ID 83702

Idaho State Council on DD
450 West State Str.
Boise, ID 83720

Division of Community Rehabilitation
Department of Health & Welfare
Statehouse Mail

Boise, ID 83720

ILLINOIS

PEA System
180 M. LaSalle, Rm. 321
Chicago, IL 00601

Governor's Planning Council on DD
222 Sputh College
Springfield, IL 62706

Department of Mental Health and
Developmental Disabilities

160 North LaSalle S5tr.

Chicago, IL 60601

INDIAND

Indiana P&sa Service Commission for
the Developmentally Disabled

445 WM. Pennsylvania Str., FEm, 3503
Indianapelis, IN 46204

IN oD Advisory Council
429 N. Pennsylvania Str., 2nd Floor
Indianapolis, IN 46204

Division of Mental Retardition &
other DD

5 Indiana Square

Indianapolis, IN 46204

IOWA

PEA Division

Iowa Civil Rights Commission
507 1loth S5tr., 8th Floor

The Colony Bldg.

Des Moines, IA 50319
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Department of Social Services
Division of MH/MR Developmental
Disabilities

Hoover Bldg., 5th Floor

Des Moines, IA 50319

Department of Sccial Services
Hoover Bldg.
Des Moines, IA 50319

KRNEAS

Kansas P&A Service for the DD,
Inc., The Denholm Bldg.

513 Leavenworth, Suite 2
Manhattan, ES &6502

Kansas FPlanning Council on DD
Bervices

State Office Bldg., 5th Floor N.
Topeka, K5 66612

Departmaent of Mental Health &
Retardation Services

State Office Bldg., S5th Floor
Topeka, K5 66612

KENTUCKY

Office of Public Advocacy

Division of P&A

State Office Bldg. Annex, 2nd Floor
Frankford, XY 40601

Eentucky DD Planning Council
275 East Main Str.
Frankford, KY 40801

Division of Community Service for
Mental Retardaticn

275 East Main Str.

Frankfort, KY 40601

LOULS IANA

Bdvocate for the DD
333 5t. Charles hAve., Em. 1221
New Orleans, LA T0OL3D

Executive Director

LA State Planning Council on DD
721 Government Str., Fm. 306
Baton Rouge, LA 70802

Office of Mental Retardation
721 Government Str., BEm. 308
Baton Rouge, LA J0OBOZ




MATNE

Advocates for the DD
Cleveland Hall, Winthrop Str.
P.D. Box 88

Hallowell, ME (04347

LD Planning Coordinator
Department of Mental Health
and Corrections

State Office Bldg., Em. 411
hugusta, ME 04320

Department of Mental Health
and Corrections

State Office Building, Em. 411
Augusta, ME 04330

MARYLAND

Marvland Adocacy Unit for DD
2510 5t. Paul S5tr.

Baltimore, MD 21218

Maryland State Planning Councill on DD

201 West Preston Str.
Baltimora, MD 21201

DD State Administering Agency
c/o Department of Health & Mental
Hygiene

201 West Preston Btr.

Baltimore, MD 21201

MASSACHUSETTS

DD Law Center for Massachusetts
294 Washington Str., Suite 840
Boston, MA 02108

Massachusetts DD Council
One Ashburton Place, Bm. 1315
Boston, MA 02108

Administering Rgency for DD
1 Aghburton Place, Rm. 1020
Boston, MA 02108

MICHIGAN

Michigan F&h Service for DD
Citizens

230 ¥. Washington Square, Suite 200
Lansing, MI 48933

Michigan State Planning Council for DD

Lewls-Cass Bldg., 6th Floor
Lansing, MI 4B926&
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Department of Mental Health
Lewis-Cass Bldg.
Lansing, MI 48326

MINMNESOTA

Legal Aid Socciety of Minneapolis
222 Grain Exchange Bldg.

323 Fourth Ave., South
Minneapolis, MN 55415

Minnesota DD Planning Office
Governor's Planning Council on DD
200 Capitol Square Bldg.

RS0 Cedar Str.

gt. Paul, MN 55101

Minnesota State Planning Agency
101 Capitol Sguare BEldg.

850 Cedar Str.

St. Paul, MN 55101

MISS5ISSTFPI

Migsissippi P&A System for the DD
802 N. State Str., Suite 100
Jackson, MS 39201

DD Council

Department of Mental Health
1102 Robert E. Lee Bldqg.
Jackson, MS 39201

Mississippi Department of Mental
Health

1102 Robert E. Lee Bldg,
Jackson, MS 39201

MISSOURT

Misgouri DD P&A Service, Inc.
211 B Metro Drive
Jefferson City, MO 65101

DD Division of Mental Health &
MR/DD

2002 Missouri Blwd.

Jefferson City, MO 65101

Division of Mental Health &
ME/TD

2002 Missouri Blvd.
Jefferson City, MO 65101

MONTANA

DDh/Montana Advocacy Program, Inc.
1219 East 6th Ave.
Helena, MT 59601




DD Planning Council
P.0. Box 4210
Helena, MT 59601

Social & Rehabilitation
Services

FP.D. Box 4210

Helena, MT 59604

HEBRASER

Nebraska hdvocacy Services for
DD Citizens, Inc.

3940 Cornhuskers Highway
Suite 2001

Lincoln, NE 68504

Department of Health
Division of DD

P.0O, Box 95007
Lincoln, NE &8509

Department of Health
P.0. Box 95007
Lincoln, HE &B509

NEVADA

LoD Advocate's Office
495 Apple Str.
Reno, NV 89502

DD Flanner

Department of Human Resources
Fehabilitation Division

505 East King Str.

Kinkead Bldg., 5th Floor
Carson City, NV B9710

Department of Human Rescurces
Fehabilitation Division

505 East King 5tr.

Kinkead Bldg.

Carson City, NV B9710

NEW HAMFSHIRE

DD Advocacy Center, Inc.
2 1/2 Beacon Str.

P.0O. Box 19

Concord, NH 03301
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New Hampshire DD Council
One Eagle Sguare, Suite 510
Concord, NH 03301

Div. Mental Health &
Developmental Services
Health & Welfare Bldg.
Hazen Dr.

Concord, NH 03301

NEW JERSEY

New Jersey Department of Public
Advocacy

Office of Advocacy for the 0D
P.C. Box 141

Trenton, NJ 08625

DD Council, State of New Jersey
108-110 Worth Broad Str.
Trenton, WJ 0B&25

Department of Human Services
Division of Mental Retardation
222 South Warren Str.

Capitol Place One

Trenton, WNJ 08625

HEW MEXICO

PaA Systems for New Mexicans with

DD

Suite 300

510 Second Str., H.W.
Albuguergue, NM 87102

DD Planning Council State of
New Mexico

440B Cerrillos Foad, Suite B
Santa Fe, NM 87503

Secretary to Department of
Fipnance & Administration
State Capitol Bldg.

Santa Fe, NM B7503

HNEW YORK

Commission on (uality of Care for

the Mentally Disabled
99 Washington Ave.
Albany, NY 12210

Bureau of DD

Wew York State Advisory Council
on Mental Retardation & DD

44 Holland Ave.

Albany, NY 12229




Office of Mental Retardation
and Developmental Disabilities
44 Holland &ve.

Albany, NY 12229

NORTH CARCLINA

Governor's Advocacy Council
for Persons with Disabilities
112 West Lanes Str.

Raleigh, NC 27803

Division of Plans & Operations

DD Section

325 North Salisbury Str., Em. 402
Albemarle Bldg.

Raleigh, NC 27611

NORTH DAKOTH

P&l Project for the DD

GCovernor's Council on Human Resources
State Capitol Annex, lst Floor
Bismareck, ND 58505

Department of Human Services
DD Division

State Capitol

Bismarck, WD 5B505

OKIO

Ohis Legal Rights Service
E East Long Str.

&th Floor

Columbus, OH 43215

Ohioc Department of Mental Retardation
and Developmental Disabilities

30 East Broad Str.

State Office Towers

Columbus, OH 43215

OETAHOMM

PER Agency for DD
9726 East 42nd Str.
Gsage Bldg., Rm. 133
Tulsa, OK 74145

Department of Human Services
Division of Planning & Resources
Development

F.0. Box 2535

Oklahoma City, OK 73115
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OREGON

Oregon DD Advocacy Center
621 5.W. Morrison, Bm. 519
Fortland, OR 27205

Mental Retardation Services and
Developmental Disabilities
Mental Health Division

2575 Bittern Str., N.E.

Salem, OR 97310

PENNSYLVANIA

DD Advocacy Network, Inc.
3540 M. Progress Ave.
Harrisburg, PA 17110

Department of Puhlic Welfare
P.0. Box 2875
Harrisburg, DA 17120

PUERTD RICOD

PER

Puerto Rico Department of Consumer
Affairs

Minillas Governmental Center
North Bldg.

P.0. Box 4105% Minillas Station
Santurce, PR 00904

Secretary of Health

Puerto Rico Department of Health
Box CH 11321

Caparra Heights Station
Santurce, PR 00922

BHODE ISLAND

Ehode Island PsA System, Inc.
70 South Main Str.
Providence, RI 02903

DD Council
600 New London Ave.
Cranston, RI 02920

Department of Mental Health,
Eetardation and Hospitals
600 New London Ave.
Cranston, RI 02920




SOUTH CAROLINA

South Carolina P&R System for
the Handicapped, Inc.

2360 a-Two Notch Road
Columbia, SC 292204

DD Council, Health and Human
Servicas

1205 Pendelton Str., ERm. 408
Edgar Brown Bldg.

Columbia, SC 23201

Divisicn of Health and Human
Sarvices

1205 Pendelton Str.

Edgar Brown Bldg., 4th Floor
Columbia, SC 29201

SOUTH DAXOTA

South Dakota Advocacy Projeet, Inc.
111 West Capitol Ave.
Pierre, 5D 57501

Office of DD
State Office, Richard F. Kneip Bldg.
Pierre, SD 57501

Department of Social Services
State 0ffice, Richard F. Kneip Bldg.
Plerre, 5D 57501

TENNESEEE

Director of Advocacy

Tennessee State Planning Office
505 Deadrick Str.

Euite 1800

James K. Pope Bldg.

Nashwville, TH 372190

DD Frogram

Department of MH/MR

50% Deadrick Str., 4th Floor
James K. Polk Bldg.
Mashville, TN 37219

TEXAS

Advocacy, Inc.
5555 N. Lamar Str., Suite K-109
Fustin, TX 73711

DO Council
P.0, Box 12668 Capitol Station
Bustin, TX 78711
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Diwvision of Planning & Resources
Development

Texas Department of MH/MR
Austin, TX 78711

UTAH

Legal Center for the Handicapped
455 East 400 South, Suite 300
Salt Lake City, UT 84111

Council for Handicapped and
DD Persons

F.0O. Box 11356

Salt Lake City, UT 84147

Department of Sccial Services
150 West North Temple, Em. 310
Salt Lake City, UT 84110

VERMONT

Vermont DD Law Project
180 Church Str.

0ld Courthouse
Burlington, VT 05401

Vermont DD Council
Waterbury Cffice Complex
103 South Main Str.
Waterbury, VT 05676

Agency of Human Services
103 South Main Str.
Waterbury, VT 05676

VIRGCIN ISLANDE

Committese on Advocacy for the
Do, Inc.

P.O. Box 734

Fredericksted, St. Croix

7.5. Virgin Islands 00840

Virgin Islands DD Council,
Division MCH and QC

P.0. Box 520
Christiansted, St. Croix
U.5. Virgin Islands 00820

Virgin Islands Commission on the
Handicapped

P.0O. Box B298

S5t. Thomas, VI Q0801




VIRGINTIA

State Pl Office
9th Str. O0ffice Bldg., Suite 100
Richmond, vA 23219

Department of MH/MR
DD Programs

P.O. Box 1797

109 Gowvernor Str.
Richmond, VA 23214

WASHINGTON

Troubleshooters Office
1600 West Armory Way
Seattle, WA 98119

Washington State DD Planning
Council

Mail Stop PJ-11

Olympia, WA 98504

Department of Social & Health
Services

Division of DD

Mail Stop 0B42C

Olympia, WA 98504

WEST WVIRGINIA

West Virginia Advocates for the DD, Inc
1021 Quarrier Str., Suite 411
Charleston, WV 25301

DD Services

Division of Behavioral Health Services
18900 Washington Str., East

Charleston, WV 25305

West Virginia Department of Health
State Capitol
Charleston, W.V. 25305

WISCONSIN

Wisconsin Coalition for Advocacy, Inc.
30 W. Mifflin, Suite 508
Madison, WI 53703

Council on DD, State of Wisconsin
1 West Wilson Str., Em. 490

Madison, WI 53702
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Bureau of DD

Wisconsin Department of
Health and Social Services
1l West Wilson S5tr., Rm. 540
Madison, WI 53702

WYOMING

DD P&A System, Inc.
508 Hynds Bldg.
Cheyenne, WY 82001

State of Wyoming
Council on DD

B.0. Box 1205
Cheyenne, WY 82001

DD State Program Manager
Division of Community Programs
Halfway Bldg. - 4th Floor
Cheyenne, WY 82002






